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Gouty Affections 


The correction of rheumatic and gouty affec- 
tions is aiways largely dependent on the thor- 
oughness with which intestinal e imination can 
be maintained. For accomplishing this important 
peepone. Carabana is the most prompt and effec- 

ive measure that the physician can employ. Its 
use is f ‘llowed by results of the most gratifying 
character, and cases that resist ordinary trect- 
ment will show rapid improvement as soon as 
~. are p'aced on Carabana. 

or further information address: 
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FRONTAL LOBE ABSCESS* 


ALBERT E. HALSTEAD, M. D., Prof. Surgery Northwestern University, Attending Surgeon to the St. Luke's and Cook 


County 


Hospitals, and 


ROGER T. VAUGHAN, M. D., Adjunct Attending Surgeon St. Luke’s Hospital 
Chicago, Illinois 


Frontal lobe abscess is, in general, so 
infrequent a condition that it is unusual, 
as the literature shows, for more than one 
case to occur in the practice of any sur- 
geon, and much less usual for one to have 
two of them under his care at the same 
time, as occurred in our two cases. In 


-241 cases of brain abscess collected by 


Gowers, there were only five of the frontal 
lobe, three of which were of nasal origin. 
In 120 cases of frontal sinus suppuration 
collected by Engelmann, only five were 
complicated with brain abscess. In 9,000 
post-mortems collected by Pitt, there was 
only one abscess of nasal origin which had 
perforated the ethmoid and led to a frontal 
lobe abscess. Up to the year 1go1 there 
were only 21 cases of frontal lobe abscess 
extant in the literature, according to 
Herzfeld, and since that time perhaps 
twice this number in addition have been 
reported. 

The etiology of abscess of the brain in 
general is very similar to that of frontal 
lobe abscess in particular, and is better 

*Read at the forty-sixth annual meeving of the 


Michigan State Medical Society, Detroit, September 
27, 28, 1911. 


known probably than the etiology of any 
other brain affection. We may now safely 
say that these abscesses are always due to 
the pyogenic microorganisms. The so- 
called sterile brain abscess is probably 
always primarily a mycotic affair. 

These microorganisms come, as a rule, 
from neighboring purulent foci, sinus 
empyemata, localized bone caries and 
necrosis, trauma, and so forth, and come 
less often from distant foci, such as bron- 
chiectatic cavities, septic endocarditis, 
pyemia, thrombosis, and the like. When 
due to trauma, the trauma need not occur 
close to the subsequent abscess. Gowers 
reports a case in which the abscess of the 
frontal lobe followed an injury to the oc- 
ciput. Abscess in the left hemisphere 
has also been reported after trauma to 
the right. Contrecoup may play some 
role in this localization distant from the 
site of injury. Where the abscess is in 
the frontal lobe, disease of the frontal 
sinus seems to be somewhat more frequently 
the cause than disease of the other sinuses, 
though frontal lobe abscesses develop also 
in conseqeunce of sphenoid and ethmoid 
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empyemata and necroses, and infections 
of the orbit, with caries of the orbital 
plate. 


The abscesses which occasionally follow 
the acute infectious diseases are more apt 
to be secondary to foci of suppuration 
in other places in the body than to occur 
primarily in the brain, though they may 
do the latter, particularly if trauma occurs 
to the skull or its contents during the course 
of the disease, with or without the forma- 
tion of hematoma. 


Of the bacteria which are found in these 
abscesses, the pyogenic cocci are the most 
frequent. The streptococcus pyogenes, the 
staphylococcus pyogenes 
staphylococcus pyogenes albus and citreus 
have all been found alone and in combina- 
tion. Undoubtedly, many times the cocci 
represent the end stage of what was 
originally mixed infection, as in the case 
of Heyde, particularly following the open- 
ing of the abscess, when the cutaneous 
organisms have a chance to overgrow the 
other organisms which were primarily the 
cause of the abscess. 


Other organisms are bacillus pyocyaneus, 
bacillus pyogenes foetidus, the pneumo- 
coccus, the pneumonia bacillus, the typhoid 
bacillus, bacterium coli, proteus vulgaris. 
These abscesses may also arise from break- 
ing down of a tuberculoma, in which case 
only the tubercle bacillus may be found, or 
it may be found in connection with pyogenic 
organisms. The streptothrix brain ab- 
scess is a peculiar variety which may 
occur in the frontal lobe, as elsewhere, and 
is perhaps more frequently secondary to 
lung affections, especially bronchiectases, 
than to any other condition. The author 
' has seen one such case, though not in the 
frontal lobe. There have been two cases 
reported in which dysentery amebae were 
found in brain abscesses. Upon the speci- 
ficity of the bacterial invasion the patho- 


aureus, the: 


logical changes in the brain do not seem to 
depend to any particular extent. Neu- 
mann thinks that the pyogenic cocci are 
more apt to produce abscesses with 
fibrinous membranes for their walls, whereas 
he thinks the anaerobic bacteria are more 
likely to produce abscesses with soft 
necrotic walls and poorly outlined, con- 
taining much broken-down, half-fluid deb- 
ris, and giving a worse prognosis, because 
of their less complete encapsulation. 

Obligate anaerobes form hydrogen sul- 
phide and produce a very fetid odor, 
which some of these brain abscesses have. 
When this odor is present, the diagnosis 
of obligate anaerobes may safely be made, 
bacteriological examination is necessary 
to determine their exact identity. 


SYMPTOMS 


In general, the symptoms of abscess in 
the frontal lobe are those of any tumor in 
the same location, but the picture produced 
by these lesions is often clouded, owing to 
the fact that it is complicated by the con- 
ditions which led up to them, and with 
other simultaneous lesions; such as, sub- 
dural collections of pus, rarely extradural, 
more or less extensive meningitis, and 
empyema of the various sinuses, not in- 
frequently with thrombosis. When the 
abscess is not complicated in this way, it 
has been stated that it is somewhat less apt 
to produce focal symptoms than is tumor 
of the frontal lobes, probably for the 
reason that, being located, usually, low 
down.in the third or second frontal gyri, 
it is less apt to involve the motor tract 
than are tumors, which often lie higher 
up, spread further back, and produce 
symptoms of disturbance in the motor 
speech area when lying on the left side, or 
in the motor fibers running to the opposite 
half of the body. These abscesses are 
also more likely to lie more to the front 
and medium line than are tumors, which 
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are more apt to attack the convexity of 
the hemisphere. 

When aphasia occurs, whether it be 
motor, or static, or bradyphasia, it is a 
very valuable localizing symptom, but, 
unfortunately, it is rather unusual in these 
cases, and only occurs when the lesion is 
in the left hemisphere. 

Motor disturbances are somewhat more 
frequent, especially pareses and itritative 
symptoms. 

Convulsions of the Jacksonian type have 
frequently been noted with frontal lobe 
abscess, even when distant from the motor 
area, and at the extreme anterior pole and 
midline of the brain, although small. 
How these atpyical lesions can produce 
Jacksonian attacks is not clear, unless 
by collateral edema or the production 
of distant pressure in some other way. 
Tremor of the opposite extremities has 
been noted by Linden. In a few of the 
recorded cases there was conjugate 
deviation of the eyes and head to the op- 
posite side from the lesion, and this 
symptom may be the premonitory sign 
of a Jacksonian attack in these cases. 
Conjugate deviation may occur toward 
the side of the lesion, as in a case mentioned 
by Tonkin. 

Hemiplegia or hemiparesis of the op- 
posite side is the most frequent of the 
motor disturbances, and occurs in a large 
per cent of frontal lobe abscesses, although 
unfortunately, often only near the termina- 
tion. Slighter grades of weakness in the 
extremity of the opposite side, or in some 
muscle region of the opposite side, is 
more frequent, and very important not 
to overlook. In long-standing cases con- 
tractures even may develop from the hemi- 
plegia. 

Motor and static ataxia have been de- 
scribed by Trautmann as a frontal lobe 
Symptom in so-called frontal ataxia. 
Whether this ataxia is due directly to the 
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frontal lobe lesion or to distant pressure 
on the cerebellum or on the cerebellar tracts 
is by no means certain. At any rate, 
there already exist a number of cases of 
frontal lobe abscess in the literature, ob- 
served for a long period of time by very 
competent observers, which have gone to 
post-mortem with the diagnosis more or 
less positive of cerebellar tumor, owing 
to the extreme ataxia and other posterior 
fossa symptoms, probably all merely dis- 
tant pressure effects. 

The general symptoms of frontal lobe 
abscess show nothing particularly peculiar. 
The headache is rather more apt to be in 
the frontal region or over the eyebrows, 
but is not infrequently in the occiput or 
neck, and, asin the cases with the cere- 
bellar symptoms, combined with rigidity 
of the neck. Tenderness over the frontal 
region on percussion is sometimes present, 
and may have some localizing value. 
How much it is due to the abscess itself, 
and how much to the primary frontal 
sinus inflammation, so often present in 
these cases, is a matter for dispute. 

Stupor and coma are not more character- 
istic for frontal lesions than for others. 
Slowing of the pulse may occur, as else- 
where. 

Optic neuritis and choked disc are 
very frequent, and, perhaps, more apt to 
be greater on the side of the lesion than on 
the opposite side. If this unilaterally 
predominant optic nerve-head swelling has 
any localizing significance, it should have 
more in the frontal lobe abscesses than in 
other focal lesions of the brain, because 
the neuritis in these cases is probably 
more often due to the direct involvement 
of the nerve than with the other brain 
lesions. The frequency and early de- 
velopment of the choked disc are two 
other points which may mislead an ob- 
server to diagnose cerebellar disease. 

The psychic disturbances may be marked. 
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Stupor, coma, unrest, euphoria, playful 
jocosity, the witzelsucht of the Germans, 
may occur, but lack much localizing sig- 
nificance. One of our cases was rather 
given to punning, but, in spite of a large 
abscess, showed no other mental symp- 
toms until the abscess broke into the 
lateral ventricle, when coma, of course, 
supervened. The other case, the prepa- 
ration of which we have here to demon- 
strate, showed some clouding of conscious- 
ness. 

Rise in temperature is present early, 
but may be absent during the latent 
stage, in which the patients so often are 
first seen by the consultant, and,in both 
our cases, there were periods of subnormal 
temperature, without any significant rise 
whatever. 

The symptoms of the causative condi- 
tion, whether it be nasal suppuration, 
lacerated wounds or distant pyogenic foci, 
must be taken into consideration in the 
diagnosis. Unfortunately, the cases are 
all too frequent in which the primary 
lesion has entirely cleared up when the 
brain abscess has become manifest. 

Pain in the frontal and supraorbital 
region, on bending the head forward, 
has been described as a localing symptom 
by MacEwen. The presence of Pott’s 
puffy tumor was of great help in diagnosing 
our first case, and is rarely mentioned in 
this connection in the literature. 

Strabismus with diplopia may be a sug- 
gestive symptom, and perhaps assisted 
somewhat in the diagnosis of our first case, 
although the external rectus, being the 
muscle involved, led at least one of the 
consultants, in connection with the swell- 
ing on the forehead, to think of a luetic 
infection. 

Vertigo, nausea and vomiting are not 
more freqeunt nor less frequent symptoms 
here than elsewhere. Recurring chills, 
with fever, when present, although absent 


in both our cases, help to make the differen- 
tial diagnosis from tumor. Progressive 
emaciation occurs, particularly when there 
exist complicating suppurations elsewhere, 
and also when vomiting is frequent and 
persistent. 

A leucocytosis of ten to twenty thousand 
is usually present, even in the latent stage, 
and is of much help in the diagnosis. It 
is much more valuable than the occurrence 
of febrile periods which are usually an 
insignificant feature, the rule being that 
during the latent period, when these ab- 
scesses are usually seen by the surgeon, 
the temperature is normal or even sub- 
normal, as in our two cases. 

The polynuclears usually show a relative 
and absolute increase, the small mononu- 
clears and eosinophiles a relative and 
sometimes an absolute diminution. 


TREATMENT 


The essential thing in the treatment of 
frontal lobe abscess, as in other abscesses 
of the brain, is thoroughly adequate 
drainage. Nearly all of the cases, when 
analyzed as to the cause of death, give 
evidence to show that drainage was none 
too thorough, and we believe that although 
most brain abscesses end fatally, in spite 
of drainage, better results would be ob- 
tained if operators were not so fearful 
of making and maintaining large drainage 
openings. All abscesses should be emptied 
completely and with as slight trauma 
as possible. Trauma, of course, is still 
more necessary to avoid in an acute ab- 
scess than in a chronic abscess, which has 
a pyogenic membrane developing. Ir- 
rigation should not be used, nor should the 
finger be used for exploring. There is 
nothing to be felt inside an abscess cavity 
in the brain which will justify the un- 
necessary trauma usually inflicted with 
the finger. The encephaloscope recom- 
mended by Whiting, of New York, in 
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1909, has not advanced in favor. We 
cannot see that it is any particular help 
either in diagnosis or treatment. Counter 
drainage of these abscesses has been recom- 
mended a number of times, and can, we 
believe, be avoided if a large enough in- 
itial drainage opening be made. The 
additional trauma and additional infection 
consequent to a counter opening through 
the skull and its membranes, with the 
additional danger of meningeal infection, 
are cogent arguments for restricting its 
use to a minimum. Drain with a large 
tube and remove it only in order to cleanse 
it. Strips of iodoform gauze may also 
be used for drainage, and for wiping dry 
the abscess cavity. Avoid making re- 
peated punctures into healthy brain tissue, 
by keeping a drain continually in place, 
so that the abscess does not again have 
to be hunted for. If the brain tissue 
crowds in around the drainage opening 
before the abscess cavity is obliterated, the 
fistula must be enlarged. It is customary 
to divulse the wound on such occasions 
with forceps. Such divulsion may open 
up new areas of infection, but we hardly 
see how this is to be avoided if we are to 
secure, constantly, adequate drainage 
for the abscess cavity until it is obliterated. 
Curettement of abscess cavities with pyo- 
genic membrane has been advocated, but 
we consider this procedure very dangerous, 
particularly where abscesses are either 
deeply or superficially situated, so that 
penetration with the curet of the lateral 
sinuses or meningeal space might happen. 
Whether the encephaloscope would make 
this curettement any safer we very much 
doubt. 

The skin incision will depend on the 
localizing diagnosis. Where frontal lobe 
abscess follows pyogenic infection of the 
accessory sinuses, a modification or ex- 
tension of Killian’s incision for pansi- 
nusitis may profitably be used, as in our 
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operated case. Here we made the usual 
Killian incision over the eyebrow, down 
the side of the nose, and added a median 
incision vertically over the swelling, which 
lay just above the root of the nose. Thus, 
we were enabled to open up freely the 
frontal sinuses and also on to the frontal 
bone. Granulations in the sinuses should 
be curetted away, pus evacuated, and the 
thorough cleansing of the site done before 
the dura is opened. If carious bone be 
present, it should be chipped away down 
to the dura, and the dural site underneath 
the carious bone is the place from which 
to probe for the abscess. Before such 
probing is done it is better to open the dura 
and if the meningeal space is not obliterated 
to pack it off with iodoform gauze in order 
to avoid infection of the subdural cavity. 
Then, with a hollow aspirating needle and ~ 
aspirating syringe, the abscess should be 
sought for, at first close to the seat of the 
causal infection, and then in ever-widening 
circles from that site until the pus be 
found. If an abscess cavity be opened 
into, it is better to drain that and not. 
hunt for other abscesses. In the great 
majority of the cases—about eighty per 
cent—these abscesses are single, and in 
a considerable proportion of the multiple 
abscesses there are communications be- 
tween them so that opening one may at 
least partly drain the others. The patient 
should .then be watched and if, after 
adequate drainage and the elapsing of a 
sufficient time—ten days or two weeks— 
his symptoms do not sufficiently improve, 
an attempt to locate further abscesses 
may be made, and under such circumstances 
it might be justifiable to search for these 
abscesses through a counter-opening, the 
better to avoid infecting healthy brain 
tissue, as would be done if a second ex- 
ploration were done through the now 
infected original site of operation. 

Case 1.—The first patient was a school-girl, 
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aged fourteen. Before September, 1910, she 
had never had any severe illness, though inclined 
to run some fever often without any cause ap- 
parent to her folks. About February 22, 1910, 
she had a fever which ran around 104° for a few 
nights. Etiology unknown. During the entire 
summer of 1910 patient was unusually well, 
except for yellowish skin eruption on her cheek 
and lips (impetigo (?) ), and later, in September, 
developed some little boils in and around the 
nose. At this time her father noticed the de- 
velopment of some small lumps under the ¢ ears 
(glands (?) ). 


About or slightly before November 1, 1910, 
the patient developed a pain over her right eye. 
On November 3d or 4th, a local doctor examined 
her nose and began treating her by syringing 
out the nose, explaining that he didn’t want the 
sinus openings stopped up. This treatment 
he continued for several days. An internist, 
Dr. R., from Peoria, examined her about Novem- 
ber 15th, and stated that she was suffering from 
sinus disease. A nose specialist from Peoria 
probed the nose on November 16th, trying to 
eliminate the trouble, as he explained, by 
“opening the drains.” Her symptoms became 
worse. Her temperature that week ran up to 
104.6°. On November 17th a rhinologist from 
Chicago stated that her trouble was in the 
ethmoid. He syringed her nose out for two 
weeks, removing pus every time. The tem- 
perature was lowered as the patient’s condition 
improved. By December Ist, patient was up 
and around again, although weak. She com- 
plained of cold hands and feet a good deal. 
The frontal swelling just above the bridge of her 
nose was first noticed about November 15th. 
It came on so rapidly that her father and mother 
‘ noted the swelling over night. It would vary 
in size from day to day. About December 
7th it was nearly gone, but soon returned. The 
swelling was never hard and has gradually 
moved a little to the left in the course of its 
development. About two weeks after Christmas 
it became softer than at any time previously. 
It has only occasionally been tender. Since 
December 15th the temperature, which pre- 
viously was usually somewhat elevated in the 
afternoon, has been subnormal. Up to January 
Ist, 1911, the patient’s parents had not noticed 
any symptoms pointing to a brain lesion except 
that at times the patient found it difficult to 
call up a word she wanted. She would often 
hesitate for a considerable time before she 
would utter it, and the parents often remarl ed 


about this fact, as there was no history of injury 
to the skull at any time. 

About January Ist, 1911, the pation first 
began to complain of double vision. About one 
week later the parents first noticed that the 
patient had a squint. Headache and dizzy 
spells have persisted from November, 1910, to 
the time of her admission to the hospital. She 
did not vomit until December 10, 1910, and then 
only in connection with the severer headaches. 
A Chicago internist, seeing her-at this time, put 
her on a trial course of iodides and mercury. 
The father denies any luetic infection in himself 
or family. The Wassermann test, done twice, 
was negative both times. The fundi were first 
examined about the middle of December, by 
Dr. G., and choked disc was diagnosed. The 
patient entered St. Luke’s Hospital, January 
13, 1911, in the service of Dr. Halstead, who 
diagnosed a Pott’s puffy tumor of the forehead, 
with probable brain abscess in the frontal region. 
The findings in her case at that time were: 
Headache—not so severe now as previously, 
but still present at the time; dizzy spells oc- 
casionally; vomits rarely as compared with a 
month previously; bilateral choked disc; slight 
weakness of the left arm and leg muscles; motor 
speech apparently normal. 

She is cheerful, except that she rather objects 
to the frequent medical examinations. The 
choked disc shows many hemorrhages and much 
exudate about and in the disc in both eyes. 
The swelling of the disc and the hemorrhages 
and exudate are somewhat more marked in the 
right than in the left eye. Red blood cells are 
4,900,000; white blood cells, 15,000; hemo- 
globin, 85%; differential count showed: small 
mononuclears, 32%; large mononuclears 2%; 
polynuclears, 66%; no eosinophiles. Up to the 
time of her operation her highest temperature in 
the hospital was 100.9°, taken per rectum, all 
other temperatures were below 99°. The urine 
was normal. There were no mental symptoms. 
Orientation was normal. No emotional change. 
She was at all times quiet and orderly. She 
repeats the test sentences normally. Addition 
and multiplication were well done, as were the 
other tests for mental elaboration. The four 
paper test was done correctly. 


January 16, 1911: The operation was as 
follows: An incision very much like that o 
Killian for frontal sinus was made, the perpendic- 
ular incision running across the frontal swelling. 
Both frontal sirites were opened and were found 
filled with granulation tissue, which was removed. 
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The posterior wall of the right frontal sinus 
was carious and was removed up to the dura. 
No collection of pus outside the dura. The 
dura was normal, except for a little thickening. 
The aspirating needle was inserted into the 
frontal lobe after the dura had been opened and 
the meningeal space packed off with iodoform 
gauze. After two or three punctures with the 
needle, the abscess was located in the lower 
part of the frontal lobe, somewhat away from 
the median line, and a large amount of pus was 
drained out. Examination of this pus showed 
the flora to be entirely Grampositive cocci. A 
rubber drain was inserted into the abscess 
cavity and the external wound partly closed. 
The patient’s condition improved very materi- 
ally after this operation. Headache disappeared; 
the squint became somewhat less; she could read 
with less difficulty, and her temperature stayed 
down. The hemorrhages and exudate rapidly 
disappeared from her fundi, and the swelling 
diminished considerably. In the course of a 
few days the rubber drain was removed, a gutta 
percha strip inserted in its place and this re- 
moved. The wound, by February Ist, was 
nearly healed except for a little granulation. 
February 2d she began to have more head- 
aches. Examination of the eyes showed some 
fresh exudate and hemorrhage. Her fever went 
a trifle above 100°, and her pulse to 60. Ac- 
cordingly, on February 3d, the operation wound 
was again opened up, the abscess relocated and 
aspirated, with removal of considerable pus. 
A rubber drain was again inserted, and was then 
left in place for a month. Urine was at all 
times negative, except that following the first 
operation a few granular casts and a trace of 
albumin appeared, all of which cleared up in a 
few days. 


On the 15th of March she left the hospital, 
with the wound all closed up except for a little 
granulation, and feeling splendidly in every 
way. Her temperature had been down to nor- 
mal ever since the second operation; her pulse 
inclined to run up around a hundred; respira- 
tions were normal; headache and dizziness had 
disappeared; her discs were still somewhat 
swollen, one to one and a half diopters; margins 
were not sharp; color was grayish, with very 
little, if any, red tinge. No recent hemorrhages. 
There are a few tiny spots of exudate along some 
of the vessels inside the disc. There is no 
exudate outside the disc. The vessels are still 
tortuous, but not so swollen as previously. 
Diagnosis: Beginning optic atrophy secondary 
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to choked disc. The changes are distinctly less 
marked in the left than in the right eye. 

On the 12th of April the patient returned 
to the hospital, because her headaches had been 
coming on again and were getting worse. Some- 
times they lasted several hours, though again 
only a few minutes. Her discs were again 
somewhat swollen. Otherwise, there was noth- 
ing particularly new about her condition. The 
blood count was 10,650. Urine was negative. 
Her temperature evenings was occasionally 
up above 101°, though never up to 102°. Pulse 
around 100. Respirations 20. 

On April 15th she was taken to the operating 
room and the abscess site was again opened 
into. About 6!4 c. c. of pus were drained out. 
With the aspirating syringe attached to the needle 
another ounce was removed. A tube was put in 
for drainage. On the next day the rubber tube 
was removed and a silver tube of Dr. Halstead’s 
design inserted in its place. From the pus 
removed from the abscess a pure culture of 
staphylococcus aureus was obtained. Her con- 
dition continued to improve, with occasional 
flare-ups of temperature, and the aspirating . 
syringe was frequently used in connection with 
the needle. On April 28th, Dr. Halstead being 
temporarily out of town and the patient’s general 
condition good, the parents, against medical 
advice, took her home to the country. 


She was in the contry about a week. During 
that time her temperature ranged from 99° at 
the start to 102° the day before she returned. 
She felt fairly well until the last night, when 
she had severe headache, nausea and vomiting, 
and seemed to become somewhat dull mentally. 
On the fourth day of May she returned to the 
hospital at about 1 P.M. At1A.M. her mother 
saw her in bed and she was able to speak, and 
seemed about as previously. At five A. M. her 
mother went in to see her again and found her 
in a.comatose condition, with rapid pulse, and 
her skin feeling very hot. The family doctor 
was called in and, on telephone advice in Chicago, 
inserted a needle in the direction of the abscess 
cavity and drew off over an ounce of pus. Her 
condition seemed to improve a little and she 
was brought back on the train to a hospital. 
On reaching the hospital her temperature was 
106°; her pulse 130. White count, 38,700; 
urine showed trace of albumin; no casts, but 
both discs were much swollen, with several 
hemorrhages and some exudate. She was taken 
immediately to the operating room and about an 
ounce of pus was removed by Dr. Halstead. 
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Spinal puncture was also done, and showed a 
fluid cloudy, with numerous pus cells, but no 
bacteria were seen in the smear. The result 
of the cultures was not recorded. From that 
time on her temperature and pulse rose steadily. 
She never regained consciousness; had a number 
of spells of singultus; she had to be catheterized 
at intervals. Stimulants and normal salt were 
given freely. She died on May 7th, and had 
shortly before death a temperature of 108.4°; 
pulse of 260, and respirations of 50. 

The diagnosis was rupture of the abscess into 
the lateral ventricle, with pyocephalus and men- 
ingitis. No post mortem was allowed. 


Case 2.—The patient is a schoolboy, aged 
seventeen. His mother is inclined to date his 
trouble back to an injury with a base-ball bat 
in September, 1910, but the causal connection 
is obscure. He did not even lose consciousness 
at the time. 

During the early part of November, 1910, 
his symptoms set in with persistent headaches, 
chiefly in the occipital region. This headache 
kept increasing in intensity from the time of 
onset for two weeks, and since that time has 
remained about thesameintensity. After the 
first week the headache was so severe as to confine 
the patient to bed. Since the onset of the head- 
ache, it has gradually shifted its location frontal- 
wards, and at the time that the patient entered 
the hospital it was chiefly in the frontal regions, 
being especially marked over the eyes, and even 
in the eyes. 

When the headache first began the vomiting 
occurred almost every morning. Since he has 
vomited at intervals. He complains of occa- 
sional colored and dark spots in front of his eyes, 
and ringing in his ears. His gait has become 
unsteady of late, and he staggers. Memory 
became deficient since the headache first set in, 
and the defect has been particularly for recent 
events. Family and personal history negative. 

Examination: Choked disc present in each 
eye. The deep reflexes are slightly diminished 
on both sides. The internal and external eye 
muscles are normal. There is no Kernig, no 
rigidity of the neck, no focal brain symptoms. 
The urine showed no albumin, but a few hyaline 
casts and cylindroids. No granular casts. The 
white count was 10,700. Temperature, pulse and 
respiration normal; von Pirquet test positive. 

During his stay in the hospital. which began 
February 3, 1911, much frontal headache was 
recorded, and emesis, mucoid and yellow. The 
pain of the headache made him restless at times. 


It is recorded that he would get out of bed and 
wander around, and have to be returned forcibly 
to bed and restrained. It is recorded that he 
was mentally hazy frequently. The - highest 
temperature during the ten days he was in the 
hospital was 99.4°. On February 12th Dr. 
Halstead and Dr. Futterer saw him in consulta- 
tion, and the findings were as recorded above. 
Operation was recommended. 


February 13th. The next day, at nine A. M., 
the patient began to tremble and then developed 
a generalized convulsion. The jaw movements 
were very violent. Cyanosis was marked. 
Oxygen was given, and, in spite of it, respiration 
finally stopped. Artificial respiration was per- 


‘formed for about half an hour, until the pulse 


also stopped. The temperature just before the 
convulsion was recorded as being 96.2°; the 
pulse 54; the respiration 20. The pulse pre- 
viously had always been above 60 while in the 
hospital. 


AUTOPSY. 


An autopsy of the head only was per- 
mitted, and this was performed on the day 
of death by Dr. D. J. Davis, pathologist to 
St. Luke’s Hospital. His record is as follows: 

The body is that of a young man, well-nourished 
but with an anemic, sallow appearance. No 
lesions on the scalp or depressions in the skull. 
The pupils are equai and moderately dilated. 
No discharge from the ears or nose. Dura now 
adherent to bone. The calvarium is thin and the 
entire inner surface is finely eroded and uneven. 
The brain is very firm, and adhesions, fine and 
delicate, but organizing, occur between the dura 
and pia over both frontal lobes; they are more 
abundant on the right side. On breaking these 
adhesions a large abscess in the right frontal 
lobe ruptured, and a large amount of green 
tenacious pus poured forth. The convolutions 
of the brain are everywhere much flattened, 
A small amount of turbid cerebro-spinal fluid 
is present. The pia at the base in the region 
of the optic chiasm is thickened, gray, and ap- 
pears at one point gelatinous. There are fine 
adhesions between the hemispheres anteriorly. 
The right hemisphere is much larger than the 
left, especially in the frontal region. Every- 
where the convolutions are flattened, and this 
is particularly noticeable over the entire right 
frontal lobe. The frontal lobe also bulges 
medianward and fluctuations are distinctly per- 
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ceptible. The vessels of the pia are everywhere 
engorged and over the right frontal lobe is a 
small amount of exudate, especially about the 
blood vessels. 

On section there is found a large abscess oc- 
cupying the entire right frontal lobe. The con- 
tents of this abscess consist of thick, tenacious, 
yellowish-green pus. Beginning at the frontal 
pole, where it lies one millimeter from the 
surface, the abscess extends posteriorly 8! 
ems. It lies chiefly along the outer and lower 
portion of the hemisphere. The abscess cavity 
consists of a number of compartments, separated 
by a trabecular network of brain tissue and 
abscess wall. These compartments are variable 
in size and shape, some being oblong, others 
oval or round. The abscess does not reach 
the surface at any point. In many places, 
however, the cortex between the abscess and 
the surface is one millimeter or less. The 
abscess wall is from two to three millimeters 
in thickness, on the average, and may be divided 
into three zones. The first zone, adjacent to 
the purulent contents, has a pale yellow color, 
slightly mottled, rather soft, and is about one 
millimeter thick, though in places it may be 
considerably thicker. The second zone has a 
pale bluish color. It is firm and about .5 milli- 
meter in thickness. This zone shades off grad- 
ually into an outer zone, which has a grayish 
brown color, is usually from one to two milli- 
meters in thickness, and resembles edematous 
brain tissue. In some parts of the abscess 
these three zones are very distinct; in others 
much less so. The posterior portion of the 
abscess lies lateral and anterior to the optic 
thalamus, which it has encroached upon. It has 
also displaced the anterior horn of the lateral 
ventricle and backward, and occupies the ob- 
literated anterior end of the anterior horn. It 
has not ruptured into the ventricle apparently. 


The posterior end of the anterior horn is free 
and both foramina of Monro are open; there are 
no signs of intraventricular infection. At one 
section the abscess is seen to involve some of 
the fibres of the anterior commissure. In the 
anterior portion of the lobe the abscess lies 
nearer to the surface, as a rule, than posteriorly. 
There is slight but distinct dilatation of the 
Opposite ventricle. The choroid plexus does 
not appear to be changed. There are no changes 
in the cerebellum nor in the pons or medulla. 

The bones at the base are porus and easily 
penetrated. Both tympanic cavities are normal. 
The nasal sinuses show no significant changes. 
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BACTERIOLOGY 


Staphylococcus pyogenes aureus was grown 
in pure culture from the purulent contents of 
the abscess. Smear preparations show only 
Gram-positive cocci in  grapelike clusters. 
None are intracellular. Cultures made from 
the cerebrospinal fluid obtained at the base 
of the brain also gave pure growth of the 
staphylococcus aureus. 


ANATOMIC DIAGNOSIS 


Abscess in right frontal lobe, due to staphy- 
lococcus aureus; chronic lepto- and pachy- 
meningitis; erosion of inner surface of calvarium; 
flattening of cerebral convolutions. 

Erosion of the calvarium was sufficiently 
marked, so that it could probably have been 
demonstrated by the X-ray, as was the thinning 
of the calvarium in our first case. The patient 
was not in the hospital, however, long 
enough to have an X-ray picture made. 
The difficulty of draining such a multilocular 
abscess in the ordinary way is apparent. Had 
it been opened from in front, the lateral loculi 
would have been drained at best only indirectly, 
as they might have broken into the main abscess 
cavity. Had a tube been inserted only a little 
way into the abscess, the posterior loculus, of 
considerable size, would have had to drain into 
the anterior through a small and probably in- 
adequate opening. The encephaloscope in that 
event might have been of some value besides in 
an exploratory way. Had the trepination 
been made from the side by the temporal flap 
method, the needle would probably have been 
inserted cautiously and only a short distance, 
in order to avoid opening into the lateral ven- 
tricle, and therefore only the lateral smaller 
abscess might have been opened, and the main 
cavity not touched. Had, however, both anter- 
ior and lateral openings been made for counter- 
drainage, as has been recommended, all the loculi 
would have been thoroughly opened in this 
instance, although, as we have mentioned above, 
we cannot recommend it asa routine procedure. 


Bibliography 


Auvray, M.: Par., 1909, J. B. Bailliere and Fils. 

Bruns, Ludwig: Berlin. Karger, 1908, 2na Ed. 

Ballance: London, 1907. 

Bernhardt, M., and Borchardt, M.: Berl. Klin. Woch., 
1909, xlvi, IT, 1341-7. 

Collins, J.: Mod. Med., Osler. Phila. and N. Y., 1910, 
vii, 279-307. 

= Quoted by Herzfeld. Berl. Klin. Woch., 1901, 
Dp. k 
Denker: B. Fraenkel’s Arch., X, p. 411. 





82 FRONTAL ABSCESS—HALSTEAD-VAUGHAN Jour. M.S.M.S. 


Eshmer, A. A.: Jour. Amer. Med. Assoc., 1909, lii, 1758, 
No. 22, May 29th. 

T. Diller and J. K. Everhart: Med. Jour., 
Athens, 1910-11, xiv, 3, 190, 3 Dec. 

Gerber: Beitr.z. Anat.Path. u. Klinik d.Stirnhohin, 1909. 

Heyde: Deut. Med. Woch., 1908, xxxiv, ii, 2214-17. 

Heyde, M.: Beitr. z. K. Chir., 1908-9, lxi, I, 50-88. 

Herzfeld: Berl. icin. Woch., 1901, Nov, 25, 
47, p. 1180. 

Hammesfahr: Deut. Med. Woch., 1907, Apr. 18, 659 

Heymann: Ref. in Virchow-lHlirsch’s Fahresberich- 
as 1897, ii, Th., p. 355. | 

Koebel: Beitr, z. Kl. Chir 

McArthur, L. L.: Remo ied ee. 
10, xvi, 114-125. 

Macewen: Glasgow, 1893. 

Mills, C. K.: J. Nerv. and Ment. Dis., 

Mingazzini, G.: Arch. f. Pschiat., 
1028-1162. 

McCoy, J.: Trans. Amer. Laryngol., 
Soc., New Bedford, Mass., 1910, 372- 382. 


Penn. 


XXXViii, 


aie Moines, 1909- 


Xxxvi, 261-9. 
Berl., 1910, xlvii, 


Rhin. and Otol. 


Panas: Ref. in Schmidt’s Jahrbuch, 1895, Th. 2, p. 60. 
’ G@.: Jour. Amer. Med. Assoc., 1909, liii, 


Also Same, 1910, liv, 579-588. 
Schuster, P : Stuttgart, 1902. Enke. 
Schorstein: ‘Lancet, London, 1909, ii, 843-852, clxxvii, 


Sept. 18, 1909. 

Southard, E. E.: Osler’s System, V. 648. 

ae Mueller,: Deut. Zeitschr. f Nervenheilk., xxi, 1902, 
p.178. 

Stucky, J. A.: Am. Pract. and News, 
xlv, 33-36, i? 1, Jan. 

Theisen, C. : Albany Med. Annals, 1909, xxx, 383-6, 

Tooth, H. H: "$t. Barth. Hosp. Reps., 1908, London, 
published in 1909, XLIV. 23-32. 

Taylor, W.: Med. oo and Cire., Lond., 

Med. ol 1909, Ixxv, 133-7. 


Ixxxvil, 54-7. Jan. 20, 19 
Whiting, os 
Zehlendorf: Deut. Med. Woch., 1910, xxxvi, 1481-84. 
Ziehen: Med. Klinik, No. 1, 1909, Jan. 3, p. 9-12. 
Zamazal, J.: Wiener Med. Woch., 26, ig97, p. 1190-2 


Louisville, 1911, 


1909, n.s. 


DISCUSSION 


Ancus McLean, Detroit: This is a very deli- 
cate, difficult and interesting question, but 
rather hard to discuss. I was very much interes- 
ted in the doctor’s paper, and to find out he had 
so many difficulties. First of all, I don’t know 
of anything so difficult to drain as a brain ab- 
scess. It is like trying to drain a fluid out of a 
fluid. My experience of brain abscesses is 
limited to two cases. Both were secondary 
and followed some trouble with the bone. One 
case was secondary to an inflammation of the 
frontal sinus. The sinus had been opened and 
drained, the patient improving, but, later on, 
developed brain symptoms due to pressure and 
shortly consisting in a paralysis of the sixth 
nerve, affecting the external rectus muscle. 
Choked disc was also present. In about a week 
he developed epilepsy. The doctor brought 
that out very nicely in his paper. 

I don’t think you will get much temperature 
with brain abscess. If you get temperature 
with infection of the brain, it must be rather 
early, I think. The cranuim was opened, the 
dura incised and, after much exploration, a 
small abscess was found. I was'surprised to see 
the great extent to which the brain can be explored 
without permanent injury. How many punctures 
can be made through its substance backwards and 
forwards, upwards and-edownwards, if you keep 
away from the base. The abscess was drained, 
and, after a time, the patient began to improve. 
As I said before, he had choked disc before the 
operation and could scarcely see your hand 
moving before his eyes; in a week he was able 
to read the ordinary journals, and could recog- 
nize any person. I think after this operation 
he had two or three convulsions but those all 
disappeared. In a month or so he went home 
and went to work. Now, as a matter of fact, 
although that man has gotten up and gone home 


to work, yet I would not say he is cured; for all 
brain abscesses are treacherous, and we may 
yet hear from him. The other experience I 
had with cerebral abscess was an abscess of the 
frontal lobe in a man who had been kicked in 
the forehead by a horse. About three months 
after the injury he came to Detroit to consult 
an oculist about his eyesight. A diagnosis of 
optic neuritis was made. This was thought 
to be due to an abscess of the frontal lobe. An 
opening mas made and the abscess discovered. 
This was drained, and the man did pretty well. 
At the end of a month he was able to be up. 
The drainage was removed, but the opening 
did not close entirely. In this man there was 
considerable escape of the cerebro-spinal fluid. 
While that was escaping he felt pretty comforta- 
ble, but when the opening closed for three or four 
days he would get headache, and complained of 
internal pressure. When this was opened up 
there would be an escape of an ounce or two 
of fluid and he would again feel pretty well. 
After going home, there was an accumulation 
there, or something else, and the man died. 
That man may have had secondary abscess that 
we did not find. The ultimate result is rather 
hard to prognosticate. An apparently cured 
patient may have further trouble. Abscesses 
in the brain are a serious matter, especially those 
that are difficult to locate. Those in the frontal 
convolutions should be diagnosed reasonably 
early, because if left too long, you will have a 
permanent obstruction of the optic nerve and 
probably permanent loss of sight. 

Max Battin, Detroit: I can only repeat what 
Dr. McLean has said about the seriousness and 
difficulty in treating brain abscess. In any 
other region of the body the finding of pus is 
most satisfactory; in the brain the finding of 
pus does not end the difficulty by any means. 
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In any other part of the body the obstructive 
quality of the parts usually forces drainage, 
even when our drainage is inadequate, the pus 
will flow, and the abscess cavity will not close 
very easily but will form fistulas. It is different 
in the brain. We leave our drainage ten or 
twelve or fourteen days, and all kinds of drains 
have been used; we remove it, the patient goes 
home and apparently recovers. After two or 
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three months the whole series of symptoms 
start again, and usually the patient dies. The 
very great difficulty of draining these abscesses 
is not appreciated generally. The brain clogs 
around the opening, and shuts off the drainage. 
It is especially difficult in frontal abscess. To 
find an adequate drainage for these abscesses 
is the greatest ideal sought after in the surgery 
of brain abscess. 





A NEW INSTRUMENT FOR SUPRAPUBIC CYSTOTOMY 


ANGUS McLEAN, M. D. 
Detroit, Mich. 


This instrument, a picture of which 
appears below, I have been using for about 
two years and have found it to be of great 
help in opening the bladder suprapubically. 

It is about ten inches long and has a 
large prostatic curve. It hasa very blunt per- 
forated end which, when passed into the 


sult in a considerable change in the posi- 
tion of the blunt end in contact with the 
anterior bladder wall. After the perito- 
neum is pushed aside the bladder can 
easily be opened at the point where the 
blunt end of the instrument pushes its 
anterior wall up into the wound. 
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urethra, can be felt very distinctly through 
the abdominal wall. The cross-bar at 
the handle can be laid flat on the operating 
sheet after the instrument is inserted and 
thus makes it easier for the assistant to 
steady the instrument, which is so neces- 
sary in order to prevent the blunt end, 
which is pushing the anterior surface of 
the bladder up into the wound, from 
being moved from side to side. A very 
slight turn at the handle will always re- 


Besides being a useful aid in opening 
the bladder, this instrument is also well 
adapted in aiding to check troublesome 
hemorrhage after a suprapubic prosta- 
tectomy. Through the eye in the blunt 
end a ligature can be threaded and drawn 
out of the urethra. A tampon of gauze 
or cotton can then be fastened to the 
bladder end of this ligature and pulled 
snugly into the prostatic urethra where 
it will readily control hemorrhage. 





~ CARDIOSPASM* 


W.H. ENDERS, M. D. 
Jackson, Mich. 


It is with a great deal of trepidation 
that I venture to speak upon the subject of 
cardiospasm, because in reviewing the 
literature on the malady, I find that it is 
treated of very briefly by nearly every 
author of note, the etiology and diagnosis 
receiving the most attention, the prognosis 
a short paragraph, and the treatment a 
line or two; and because I realize that I 
am treading upon a comparatively Virgin 
soil. 

Until recently the periodicals have 
contained very scant reading along the 
line of treatment of the condition. 
However, in 1908, H. S. Plummer re- 
ported forty cases of cardiospasm all ot 
which, excepting four cases, were treated 
by non-surgical means, and it is this part 
of the field that I want to take up in 
detail, because I believe in the end that 
it offers the best results, so far as the 
permeable variety of cardiospasm is con- 
cerned and it is much less severe than 
the other. Also, Willy Myers, J. H. Iden, 
each reported a case in the Jour. A.M.A. 
of May, 20, 1911, treated successively in 
the one case by Thoracostomy and oe- 
sophagoplication and in the other gastros- 
tomy and dilatation. 

. Cardiospasm is a contraction of the 
circular fibres of the cardiac orifice of the 
stomach or oesophageal opening into the 
stomach causing dilatation of the oesopha- 
gus and retention of food with periodic 
regurgitation. 

4 *Read at the forty-sixth annual meeting of the 
Michigan State Medical Society, Detroit, September 
27, 28, 1911. 
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The causes of the condition are, first, 
oesophagitis; second, paralysis of the 
vagus; third, congenital disposition; fourth, 
ulcer of cardia; and fifth, hyperacid con- 
dition of the stomach juice. I believe the 
latter is true, because I have found the con- 
dition of Hyperchlorhydria to be present 
in all my cases, which to date number 
seven, and when the condition of hypera- 
cidity was ameliorated, the spasm was 
much less apt to appear. 

According to statistics at the present 
time it is about equally predominant in 
both sexes; four of my cases being male, 
and three female, and it is more apt to 
occur before the age of forty, although 
one of my cases was nearly forty-seven 
years old. Most authors agree that after 
the age of forty, symptoms of spasm of the 
cardia are quite apt to be due to malignant 
disease. Worry or grief and rapid eating— 
bolting of food—are prone to excite attacks 
of cardiospasm. All of my patients were 
of a nervous excitable temperament or 
were inclined to worry over work or busi- 
ness troubles. 

The patients usually come, complaining 
of difficulty in swallowing food of all kinds 
and state that after making an effort 
to swallow several mouthfuls they will 
experience a ‘‘cracking’’ sound and the 
food will be forcibly regurgitated into the 
mouth; that the food tastes the same as 
when swallowed and that they do not 
experience the same sensations as when 
vomiting. There is no contraction of the 
abdominal muscles and no nausea. There 
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is a feeling of great pressure or weight, 
sometimes amounting to pain, just 
back of the lower end of the sternum, 
after attempting to swallow several 
mouthfuls. Often by making _ sev- 
eral efforts at swallowing, by hold- 
ing the breath, or by clasping the neck 
with the hand and pressing forcibly while 
making the attempt at swallowing, food 
can be forced to enter the stomach and the 
patient can always tell when it does so by 
afeeling of relaxation just back of the end 
of the sternum and feeling the food drop 
in the stomach. Sometimes not all of the 
food is regurgitated but will remain in the 
oesophagus long enough to ferment or 
putrefy, fouling the breath of the patient. 
This, however, happens only when the 
condition has lasted a considerable length 
of time and the oesophagus has been ex- 
tremely dilated above the spasm. When 
the stomach tube is introduced there are 
large quantities of mucus returned with 
food particles. 

These attacks of spasm are more apt 
to be periodical than constant, appear- 
ing and disappearing at intervals of several 
days or weeks; and, as the condition lasts, 
the intervals become shorter and further 
apart. Such patients have their rest 
disturbed at night by the return of mucus 
and food in the pharynx, causing them to 
choke and strangle when assuming a 
reclining position. 

The diagnosis is very important, because 
we must know whether we are dealing 
with inflammation, malignant disease, im- 
pacted foreign bodies, or diverticulum. 
To distinguish from the latter condition 
it must be remembered that there can be 
no real vomiting of stomach contents during 
the spasm. Only the contents of the 
oesophagus can be emptied, whereas in 
diverticulum, the stomach may regurgitate 
food, although the diverticulum may 
temain full. For these observations the 
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use of bismuth suspension and the flouro- 
scope are necessary. The most useful 
instruments at our hands are the stomach 
tube, the olive tipped bougies, and the 
flexible elastic bougies. It is sometimes 
found that different sized bougies will 
pass at different times. If large sounds do 
not pass, an aneSthetic may be used, 
and if the sound then passes, the condi- 
tion is spasmodic. Or if, after the use 
of antispasmodics, such as the bromides 
belladonna, the stenosis relaxes, the con- 
dition can certainly be diagnosed as 
spasmodic. 

In the use of the oesophagoscope nothing 
satisfactory can be learned except to 
prove the condition is not malignant 
because the instrument can not be used 
without an anesthetic and when that 
is used the spasm disappears. 

Cardiospasm is of two kinds, permeable 
and impermeable. I have never seen a 
case of impermeable cardiospasm, but I 
should imagine that as such it is a surgical 
case; however, before referring such a case 
to the surgeon an attempt to get beyond 
the spasm should be made. 

My procedure is as follows: First, attempt 
to pass a number twenty-one stomach 
tube in the usual way. If it is grasped 
at the lower end by the spasm, wait a few 
moments, and then ask the patient to make 
a strong effort to swallow and when he 
begins the act, begin to count slowly from 
one to seven, or wait about seven seconds, 
and then push on the tube gently. Should 
the tube not pass through into the stomach, 
pull it back until the lower end is at about 
the middle of the oesophagus, and ask 
the patient to again swallow forcibly, 
and count, or wait about five seconds, 
and allow the tube to slip gently down the 
oesophagus until it arrives at the stricture, 
when slight pressure should be exerted 
upon it. 

When the spasm has lasted over a period 
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of several years, the dilatation of the oesoph- 
agus, which may have been fusiform at 
first, later becomes sacculated at the lower 
end, and when pressure is used on the 
stomach tube or the gum elastic bougie; it 
slips away from the opening, consequently 
it is inadvisable to use very much force 
because of danger of injuring the mucous 
membrane which is apt to increase the 
spasm. 

If the tube can not be made to pass the 
obstruction, a flexible bougie should be 
tried in the above described manner. This 
being more stiff and firm, greater force 
can be used upon it and it will not bend 
or double upon itself so easily. 

If, after a few attempts, the bougie does 
not pass, the patient should be made to 
swallow about seven yards of coarse silk 
thread. Take about twelve hours to 
perform the operation and meanwhile he 
may attempt at three hour intervals to 
swallow milk or water or gruel. In doing 
this the spasm is relaxed enough to allow 
the passing of the thread. At the same 
time sodium bromide, together with bella- 
donna, are given every four hours per 
rectum. 

At the end of twelve hours the thread 
is passed through the eyelet of the smallest 
olive and drawn upon until considerable 
resistance is felt; now the bougie is pushed 
into the pharnyx by placing it on the 
tongue at one side of the base and pressed 
down by the forefinger of the left hand 
and it will enter the oesophagus without 
any trouble. Meanwhile the thread should 
be held taut as the bougie is slipped 


downward. When the stricture is reached, 


the patient should be instructed to swallow 
and then most usually the bougie will be 
felt to slip through into the stomach and 
one can increase the size of the olives at 
liberty. Just here is where most attempts 
to cure obstinate cases of cardiospasm fail, 
because the stretching isnot done properly. 


Jour. M.S. M.S, 


Previous to the time at which the 
article of Plummer appeared in the Jour. 
A. M. A., 1908, I had been treating two 
cases by dilatation with the olive tipped 
bougies and had met with very poor suc- 
cess, because the dilatation or force exerted 
by them is in a vertical direction and very 
little laterally, whereas, in order to stretch 
the muscle fibre sufficiently to overcome the 
spasm the force should be exerted 
laterally. 

In his report Dr. Plummer described 
a hydrostatic dilator which he devised 
and which I begun to use with very ex- 
cellent results. This dilator consists of 
an olive-tipped whalebone bougie with a 
rubber tube covering which is fastened to 
the lower end of the stem of the bougie just 
above the olive. About five inches up the rub- 
bertubeis perforated. This perforated part 
is covered with a fusiform rubber bag; and 
is covered with a silk bag and over the out- 
side of the silk bag is another fusiform 
rubber bag. The proximal end of this 
is connected to the water tap and passes 
through a pressure gauge. There is a Y 
tube in front of the pressure gauge which 
actsasan outletfor the water. To raise the 
pressure and fill the dilator, this latter 
tube is pressed between the fingers and 
the dilator can be increased to any size 
desired by watching the pressure gauge. 

The olives of this dilator are perforated 
and in place of using the simple olive-tipped 
bougie, I now use this dilator, after having 
the patient swallow the thread in the 
above mentioned manner and thus, after 
the olive tip has passed through the 
stricture, the dilator is in position and can 
be attached to the water tap and the spasm 
dilated laterally. 

The manipulation of the dilator which 
produces the best results is to massage 
the stricture in much the same way that 
one would dilate the anal sphincter. 
One isless liable toinjure the mucous mem- 
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brane and the pain is not so great, which 
is a great factor. 

This can be done by closing and opening 
the outlet tube, thereby increasing and 
decreasing the amount of pressure in the 
dilator. After massaging the stricture 
in this way mechanically for three minutes, 
it can be held at the maximum pressure for 
another minute and then the dilator should 
be disconnected from the hydrant and the 
water allowed to drain out of the dilator, 
after which it can be removed from the 
oesophagus very easily. 

Following the dilatation it is always well 
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to wash the stomach. These dilatations 
should be performed every second day 
until the symptoms have disappeared and 
the cardia has been dilated to its full 
width. 

The prognosis in these cases is usually 
very good. After the spasm has been 
dilated two or three times, the patient 
begins to take on flesh rapidly. Two ofmy 
cases have remained well for two years. Of 
the remaining five four are well, but too 
short a time has elapsed to be too sanguine 
about the results, and one is still under 


treatment, but is improving. 


DISCUSSION 


Doctor Battery: I want to ask the speaker 
his experience with cardiospasm in incipient 
cancer. I had a case of cancer about seven or 
eight years ago. There apparently were no 
symptoms at all except those of cardiospasm, and 
the attacks would last for about two hours. 


G. W. McCasxkey, Fort Wayne, Indiana: 
That brings up the subject of a malignant disease 
as an etiological factor of cardiospasm. I be- 
lieve a cancer in or near the cardia is a frequent 
cause of cardiospasm; and in one or two instances 
I have been for some time deceived by what 
was unquestionably a clear case of cardiospasm, 
but which was all due to a malignant disease. 
It seems perfectly obvious that the clinical 
picture described by the essayist, and which 
we commonly understand by the term ‘‘cardio- 
spasm,’’ does not develop suddenly. It is 
a gradual evolution; and if we could get 
those cases during this evolutionary period, it 
seems quite probable that our treatment might 
be more effective. In fact, I think there are 
some of these cases that begin in the same way 
as the severer type of cardiospasm, and get well 
without ever reaching that type; at least, I 
have had such cases, in which there were the 
minor symptoms and graver symptoms of spas- 
modic contractions, with more or less resistance, 
troublesome conditions in cardiospasm, which 
would disappear with the disappearance of the 
neurotic basis which underlaid them. 


Doctor Campau, Toronto: There is another 
picture in the cause, I think, of cardiospasm, 
and that is traumatism. Many of the patients 
are women who bear children. Some trauma- 


tism, especially to the lower end of the esophagus, 
exists, And there is another cause, too, that 
I have found in my practice: I found that 


alcoholism in the aged is a cause of cardiospasm. 


W. H. Enpers, Jackson, closing: I think 
the gentlemen who discussed the paper have 
made the mistake in not distinguishing between 
cardiospasm and stricture. Stricture is usually 
due to the drinking of corrosives, and to malignant 
disease; and cardiospasm, per se, is not—the 
cause of it lies in an entirely different direction. 
Usually some nervous or muscular trouble 
precedes it. Esophagitis and irritation of the 
mucous membrane of the esophagus is quite 
apt to cause it; but not any organic condition 
in the esophagus itself is classed as cardiospasm. 
I do not understand the question of Doctor 
Campau? 

Doctor Campau: I just wanted to ask you 
your experience in cardiospasm in a case of incipi- 
ent carcinoma of the stomach. I hada case 
of cardiospasm which seemed to clear up, but in 
about two or three months the patient had 
another attack of cardiospasm, and it developed 
eventually into a general case of carcinoma of 
the stomach. 


Doctor EnpeErs: I never had a case of that 
character; but just here comes the question 
brought up by Doctor McCaskey, in which he 
said his cases had all begun in a rather obscure 
manner. Now, the history of the cases which 
I had, which number seven, and, as I have 
mentioned, have all begun rather suddenly, due 
to some fright or anger, or the swallowing of 
some hard object, or food which was not thor- 








88 CARDIOSPASM—ENDERS 


oughly masticated—every one of them gave a 
history of following rather quickly after some 
such a condition as I have mentioned. I do 
not recall any of the histories which began 
early, except one, which is the last one I am 
treating, and I have not completed the treat- 
ment, but the case has shown a great deal of 
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improvement. It began last May, was referred 
to me by Doctor Robinson, and is a case 
of pretty clear-cut cardiospasm. The patient 
is now twenty-two years of age. The attacks of 
cardiospasm appeared about every three or 
four months, and of late were getting more 
frequent. 





GYNECOLOGICAL HINTS 


Waldo in International Journal of Surgery. 


Acute appendicitis during pregnancy at any 
stage should be operated on. In the first five 
months a chronically inflamed appendix should 
be removed, for if it is allowed to remain, an 
acute attack is very apt to occur during the last 
part of gestation. In many instances an oper- 
ation for appendicitis will hot produce abortion. 
In any laparotomy during pregnancy a fairly 
liberal use of morphin is indicated. 


An elective Caesarean operation is much to 
be preferred to a difficult craniotomy and, in 
many instances, to a hazardous high forceps 
delivery. Results are better where the uterus 
is incised high up in the median line but not 
removed from the abdomen. The application 
of an elastic ligature around the lower part of 
the uterus to prevent hemorrhage during the 
operation is a relic of the past; it usually increases 
the bleeding. 


A gangrenous or sloughing interstitial fibroid 
demands immediate hysterectomy. It is not 
an infrequent complication of abortion where 
part of the secundines have been retained. This 
complication is much less frequent where the 


child has been carried to full term. In all 
cases it is well to drain through the vagina. 





Pyelitis is quite a frequent complication of 
pregnancy and the puerperal state, and when- 
ever there is severe pain in the back or urinary 
Symptoms are present this fact should be re- 
membered, and a thorough examination made 


to determine the presence or absence of this 
condition. 


A fibroid tumor in the lower portion of the 
uterus, especially if it blocks up the pelvis, 
is a very serious complication of pregnancy and 
frequently necessitates a hysterectomy. 


Any irregularity in the menstrual flow de- 
mands a thorough investigation, for in many 
instances it is the principal symptom of extra- 
uterine pregnancy. This fall I have seen three 
cases in which the existence of this condition 
was confirmed by operation, though there were 
no classic symptoms and the diagnosis could 
only be made by a most careful examination. 
In each instance the menstrual flow was changed, 
but the woman did not suspect pregnancy. 











PERNICIOUS ANAEMIA 





BURTON R. CORBUS, B.S., M.D. 
Grand Rapids, Mich. 


I present to you in this paper certain 
views on the causation of pernicious 
anaemia which, though enthusiastically 
upheld by many of the profession, have 
not received the acceptance which they 
merit. 

The evidence produced may not, in all 
respects, withstand the brighter light of 
future investigations, but there is suff- 
cient, in my opinion, to permit us to hold 
a more optimistic viewpoint in regard to 
that dread disease and to justify us in the 
most sincere efforts directed toward the 
prophylaxis and cure of the individual 
case, by the application of the principles 
to be here suggested. 

First, I wish to bring before you that 
splendid word picture of ‘‘Pernicious 
Anaemia” as drawn for us, in 1855, by 
Doctor Thomas Addison. 

“For a long period I had, from time to 
time, met with a very remarkable form of 
general anaemia, occurring without any 
discoverable cause whatever, cases in 
which there had been no previous loss of 
blood, no exhausting diarrhoea, no chlo- 
rosis, no purpura, no renal, no splenic, mias- 
matic, granular, strumous or malignant 
disease. 

“It makes its.approach in so slow and 
insidious a manner that the patient can 
hardly fix the date to his earliest feeling 
of that languor which is shortly to become 
so extreme. The countenance gets pale; 
the whites of the eyes become pearly; the 


_*Read at the_forty-sixth annual meeting of the 
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general frame flabby rather than wasted; the 
pulse perhaps large, but remarkably soft 
and compressible, and occasionally with 
a slight jerk, especially under the slightest 
excitement. There is an increasing in- 
disposition to exertion, with an uncom- 
fortable feeling of faintness or breathless- 
ness on attempting it; the heart is readily 
made to palpitate; the whole surface of 
the body presents a blanched, smooth 
and waxy appearance; the lips, gums and 
tongue seem bloodless; the flabbiness of 
the solids increases; the appetite fails; 
the extreme languor and faintness super- 
venes — breathlessness and palpitation 
being produced by the most trifling ex- 
ertion or emotion; some slight oedema 
is probably perceived about the ankles. 
The debility becomes extreme; the patient 
can no longer rise from his bed; the mind 
occasionally wanders; he falls into a 
prostrate and half torpid state, and, at 
length, expires. Nevertheless, to the very 
last, and after a sickness of perhaps several 
months’ duration, the bulkiness of the 
general frame, and obesity often present 
a most striking contrast to the failure and 
exhaustion observable in every other 
respect. 

‘With perhaps a single exception, the 
disease, in my’ own experience, resisted 
all remedial efforts, and sooner or later 
terminated fatally. 

“On examining the bodies of such 
patients after death, I have failed-to dis- 
cover any organic lesion that could prop- 
erly or reasonably be assigned as an ade- 
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quate cause of such serious consequence.”’ 

No better picture of the general features 
of the disease could be drawn, but in the 
light of modern investigation and from 
the standpoint of differential diagnosis, it 
requires some amplification. I call your 
attention briefly to the constant, though 
moderate, rise in temperature; to the dilata- 
tion of the heart with systolic murmuts; 
to the disturbances of the nervous system, 
ranging from the very frequent anesthe- 
sias and paresthesias of the extremities, 
to symptoms strongly suggestive of tabes 
and spastic parplegia; to the almost constant 
lack of free hydrochloric acid in the stomach, 
and the usually accompanying atrophy 
of all the gastric glands; to the marked 
tendency to retinal hemorrhage (this 
being often a valuable point in differential 
diagnosis), and, lastly, to the quite signifi- 
‘cant characteristic changes in the count 
and form of the red blood cell. 

It would seem that the picture of per- 
nicious anaemia as drawn here was clear 
enough, but, like all definite pictures of a 
disease entity, it describes essentially 
the full-blown typical case, and the symp- 
toms of the individual patient often, yes, 
usually, fall far short of conforming to the 
picture. 

A second difficulty, and one of greater 
importance, arises from the fact that 
pictures almost, or quite, identical in 
their main features, may arise from with- 
out that group of anaemias which, by 
common consent, we have been pleased 
to term ‘‘pernicious.”” ‘‘We have to under- 
stand,’’so Grawitz puts it,‘‘under the term 
‘pernicious anaemia’ such very grave 
forms of anaemia as arise without any 
recognizable organic affection, and with- 
out parasitic influence, as the result of 
specific injury to the red blood cells.”’ 

It has been conclusively proved by 
Schaumann that the Bothrocephalus 


Latus, the fish tape worm, can produce 
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an anaemia identical in all respects to 
pernicious anaemia. The Ankylostome 
and the Uncinaria, the hook worm, have 
likewise been proved guilty. 


Syphilitic anaemias have been reported 


which conform to the type. Blood find- 
ings which are identical with that of the 
disease under consideration are not infre- 
quently found in the course of a carcinoma, 
and Bunting, in the Johns Hopkins Re- 
search Laboratory, has shown that it is 
possible to produce in rabbits the charac- 
teristic blood changes by the administra- 
tion of ricin. 

I have spoken of the characteristic 
blood changes and I digress for a moment 
to refresh your memory. Cabot, in 
Osler’s Modern Medicine, gives the fol- 
lowing as the characteristic findings ‘“‘which 
make the diagnosis positive in a case 
presenting suspicious clinical symptoms.” 

First. A reduction of the number of red 
cells to a point usually below 2,000,000 
per cubic centimeter. 

Second. A high color index. 

Third. Anormal or subnormal leukocyte 
count. 

Fourth. (In a stained-film specimen), 
a predominance or ainormally large, 
greatly deformed , more or less abnormally 
stained, red corpuscles, some of which 
contain neuclei. 

This certainly is the accepted view, a 
view, by the way, based on Ehrlich’s early 
theory of megaloblastic reaction of the 
red bone marrow, and as part of this view 
we accept the presence of numerous 
megaloblasts as the essential of the 
specific blood picture. 

T think it well to add here, with some 
emphasis, that some later investigators 
are not so in accord with this view of the 
importance of a corpuscular change ab- 
solutely specific for the disease. Those 
investigators question the preponderance 
of extra large cells, lay stress on the great 
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variation of the size of the cell, and believe 
that the haemoglobin index is abnormally 
high because onl; the developed cells are 
counted, and the extremely small pciky- 
locytes and cell fragments, all containing 
haemoglobin, are unconsidered. 

While I have asked you to clearly 
separate in your own mind the severe 
anaemias due to demonstrable causes 
which make the anaemias truly secondary 
from the anaemias due to causes more 
obscure, which by common consent are 
termed primary, I am not forgetful of 
the fact that, after all, we may ultimately 
find through the study of the metabolic 
chemistry of the body, a toxin which may 
be common to all forms; a toxin which 
may be specific in character, but have 
various origins. In this connection I 
must mention the fact that a haemolytic 
lipoid substance has been segregated from 
the bothrocephalus, and the ankylostoma 
duodenalis by Talquist, which is destruc- 
tive to red blood cells, and which will 
produce a typical pernicious anaemia; 
that a similar substance has been ob- 
tained from cancer masses and from gastro- 
intestinal mucosa, following a chronic 
inflammation. But whether or not there 
exists an identical poison which, though 
occurring under different conditions, may 
produce common symptoms, or whether 
various toxins arising under the most 
diverse conditions, produce the same 
symptoms, is not especially material to 
the phase of the question which I am 
particularly interested in presenting to 
you. 

In 1903 it was my privilege to attend 
a number of lectures given by Prof. 
Grawitz to the students of the University 
of Berlin. I remember the surprise and 
the incredulity with which the Americans 
present received his optimistic views on 
pernicious anaemia, and his statement as 
to the number of his cases that had been 
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apparently cured. Taught to consider per- 
nicious anaemia a hopeless disease—sub- 
ject, it is true, to periods of remission, 
but, after all, practically hopeless—we 
found it hard not to be incredulous. 

At the end of a special course which the 
Professor was good enough to give us, we 
were all, I am sure, willing to accept his 
views, at least to the point of trying out 
their practical application. For my own 
part, suffice it to say that I have been able 
to follow the course of two of my 
patients who have been reasonably con- 
sistent throughout in following the treat- 
ment, the one for‘five years, the other 
nearly seven—the seven year case suffer- 
ing no relapse, the five year case having 
had no relapse in the past four years— 
both periods, if they are but remissions, 
being far beyond the ordinary remission 
period. 

Prof. Grawitz based his treatment at 
that time on his theory of auto-intoxica- 
tion origin; that the origin of pernicious 
anaemia was to be found in a toxin or 
toxins formed in the gastro-intestinal 
tract. His recent aritcles show that he 
has not abated his ideas one iota. 

Many investigators of a somewhat earlier 
date, as well as those of today, have be- 
lieved in the gastro-intestinal origin of 
pernicious anaemia. Doctor Copeland, in 
Allbutt’s System, says: 

‘‘Pernicious anaemia, then, signifies a 
definite group of clinical pathological 
phenomena dependent upon a special form 
of blood destruction, or haemolysis in- 
duced by toxic agents absorbed from the 
gasro-intestinal tract. 

“This haemolysis takes place within the 
area of the portal circulation and not in 
that of the systemic.” 

Hunter, in the British Medical Journal, 
Nov. gth, 1907, says: 

‘Progressive pernicious anaemia should 
not be regarded as anything but a definite, 












specific, haemolytic, infective disease.’’ 
In another article his conclusions were 

briefly, ‘‘that pernicious anaemia is a 
specific, clinical condition, resulting from 
excessive haemolysis occurring chiefly in 
the portal system, and brought about by 
intestinal intoxication, in which the pro- 
ducts of growth of specific bacteria are 
probably concerned.”’ 

Hollis and Ditman, in the New York 
Medical Record, thus express their views: 
“The opinion has steadily grown that the 
most frequent, if not the essential, cause 
of progressive, pernicious anaemia is to 
be found in the peculiar toxaemia of in- 
testinal origin, with or without organic 
lesions of the mucosa.”’ 

Bunting, whose work I have earlier 
mentioned, explains the reason why a 
toxin produces a pernicious anaemia in 
one instance and in another a secondary 
anaemia, on the following grounds, based 
largely on experimental work: When a 
haemolytic substance is absorbed into the 
circulating blood in such quantities that it 
not only destroys circulating red blood 
cells, but also injures the erythrogenetic 
cells of the bone marrow, a typical blood 
formation occurs and the picture of per- 
nicious anaemia results. A secondary 
anaemia is produced when the absorption 
into the circulation of a toxic agent is so 
gradual that the toxin is completely 
anchored by the red cells; causing only 
their destruction, leaving the marrow 
not only uninjured but actually stimulated 

to the production of normal non-nucleated 
red blood cells. 

Grawitz reaffirms his earlier view in a 
paper read last fall before the New York 
Academy of Medicine, and says: ‘‘As 
the most important, and, according to 
my experience, the most frequent cause 
of pernicious anaemia, I regard intestinal 
intoxication. I think that in all these 
patients, primarily a lack of free hydro- 
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chloric acid in the stomach plays an im- 
portant part. Owing to this fact, toxic 
substances in albuminious food stuffs 
may be formed. ”’ 

In a recent article ‘‘Chronic Toxaemias 
Arising from the Intestinal Tract’’* I said: 
“It seems to me that we are forced to con- 
sider hepatic insufficiency as the founda- 
tion for the greater number of our chronic 
little understood diseases—an acceptation 
of the view that hepatic insufficiency is 
the under-lying factor in these diseases 
of metabolism and an early recognition of 
such a chronic toxaemia will lead, I firmly 
believe, to the prevention of the greater 
number of such diseases as chronic neph- 
ritis, arthritis deformans, arterio-sclerosis 
and pernicious anaemia.” 

To make clear just what we mean by 
liver insufficiency, it will be necessary 
for me to go back to the digestive tract 
and the poisons formed therein. In the 
term auto-intoxication is involved the 
production of poisons not only in the in- 
testinal tract through an altered chemism 
of digestion or through abnormal putce- 
faction of proteids and fermentation of 
carbohydrates, but it also embraces those 
poisons formed in the interior of cells 
incident to a normal metabolism. We 
must further recognize that there is such 
a toxaemia only when there is either, 
first, an over production of poisons; 
second, an impaired excretion; third, and 
most important, when the detoxifying 
power possessed by various organs, chiefly 
the liver, is insufficient. 

In the course of even a normal digestion, 
there are formed substance incompletely 
oxidized, intermediate products in the 
degradation of carbohydrates, fats and 
proteids, that are extremely toxic in char- 
acter, with an abnormal digestion, these 
products are enormously increased. At 
this time, I again call your attention 
*Jour. M.S. M. $., June, 1910. 
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to the fact that there is in pernicious 
anaemia almost invariably a true atrophy 
of the gastric glands, and consequent 
absolute failure of gastric digestion. 

In addition to these products of purely 
chemical change, we have the far more 
important products of bacterial invasion. 
You will realize that in the absence of the 
deterrent effect of hydrochloric acid, bac- 
terial invasion can occur with greatest ease. 

Of these products of proteid putrefac- 
tion those of special interest to us are the 
purins, since in their intermediate meta- 
bolism, substances of the greatest virulency 
are formed. Of these substances, uric 
acid and xanthin, hypoxanthin, guanin, 
cafieine and theobromine are types; these 
are sometimes spoken of as the alloxuric 
bases. 

These purin bodies occur in part as a 
result of cell destruction and nuclein 
disintegration. In large amounts they are 
derived from the ingestion of proteid food, 
of which liver, sweetbreads, beef extracts 
and butchers meat contain the largest 
percentage. I want to emphasize the 
fact that all the products of purin metabo- 
lism from the beginning until the liver has 
oxidized them to the inocuous urea, are 
virulent poisons. 

Now, how are these toxins disposed of? 
First, by the bowel excretion; second, by 
detoxification. 

Though it is highly probable that other 
organs possessing an internal secretion 
are concerned in this detoxifying process, 
it is the liver which is the great sentinel 
of systemic integrity. This function of 
the liver has, as you know, long been 
recognized, and I recall to your mind the 
fact that if in a dog the portal blood be 
conducted directly to the vena cava, a 
severe intoxication occurs, usually re- 
sulting in death. It is manifestly im- 
possible for me to consider at length this 
' detoxifying process, much evidence of 
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which has been produced, much of which 
remains to be produced. I want, however, 
to lay particular stress upon this point: 
That from the purin basis of the proteid to 
the inocuous urea is a long step; that the 
conversion occurs in the liver, and that 
any deviation, any interruption in the 
process, results in a virulent poison being 
thrown into the general circulation. I 
want to emphasize the fact that the 
phenomena of _liver-insufficiency may 
result from an over production of poison, 
from the production of such an amount 
of poison that the liver is overwhelmed, 
or from a liver whose function is limited. 
It is well to remember that the liver cell 
itself may be injured or destroyed by 
this excessive amount of poison, and that, 
in consequence, further abnormal products 
may be formed. 

If we accept liver insufficiency as the 
cause of pernicious anaemia, and please 
remember that under our definition, per- 
nicious anaemia must be an anaemia 
without determinable organic or para- 
sitic cause, what shall the treatment be? 

First. Free elimination. Thorough per- 
sistent daily irrigation of the bowel through 
weeks and months is, perhaps, the most 
important factor in the treatment. One 
may expect to find a certain advantage 
in the use of non-irritating antiseptic 
solutions. Witherspoon reports a severe 
case in which an appendicostomy was 
performed followed by colonic irrigation. 
The result was most favorable. 

Routine gastric lavage is advised—the 
rationale for which may lie in those experi- 
ments which show a haemolytic lipoid in 
chronically inflamed gastric mucosa. 

Second. The supplying of ferments so 
that digestion may proceed within the 
non-competent stomach. 

Third. The reduction of animal proteid 
to the point of individual tolerance. 

Fourth. Direct medication. The some- 
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what empirical long accepted arsenical 
treatment is still our sheet-anchor. 

I prefer the sodium cacodylate, adminis- 
tered in gradually increasing doses, from 
¥% to 3 grains, with periods of remissions. 
Other forms of arsenic have their advocates, 
including of late Ehrlich’s Salvarsan. 


Bone-marrow has its friends, although 
the recent experiments of Vetlesen would 
suggest that perhaps the menstrum, glycer- 
in, was the actual remedial agent. 


Jour. M.S. M.S, 

Transfusion of blood has but few ad- 
vocates. Certainly, if used at all, it 
must be only after careful determination of 
it’s haemolyzing and agglutinating power. 

The use of defibrinated blood is not so 
objectionable, and Huber finds that it is an 
excellent remedy to influence favorably 
severe and most serious chronic anaemias, 
and, in some cases, may prolong threatened 
death for months. 


DISCUSSION 


A. W. Hewett, Ann Arbbor: We are 
indebted to Dr. Corbus for a very valuable 
resume of recent views concerning the nature 
of pernicious anaemia. I think he is very sound 
in his view that it is due to some unknown toxic 
substance which probably acts primarily on 
the bone marrow. His suggestion that the 
liver is at fault is interesting, but it would require 
a great deal of work to prove such a theory. 
The value of such suggestions, it seems to me, 
depends upon the extent to which they stimu- 
late new work which will increase the number 
of facts at our disposal. I am not convinced 
of the efficacy of the Grawitz treatment. Others 
have used it without the success claimed for it 
by its author. At the University Hospital 
we still pursue the treatment instituted by 
Dr. Dock. This consists of rest in bed, pref- 
erably out of doors, ascending doses of Fowler’s 
solution, and the use of hydrochloric acid after 
meals. The latter probably exerts a. certain 
amount of antiseptic action upon the intestines, 
directly or indirectly. Our results have been 
satisfactory in bringing about remissions, but 
poor for ultimate recovery. 


Doctor Moore: I think the general practi- 
tioner, from a practical standpoint, would get 
much more benefit out of the consideration of 
the prognosis of these cases of so-called pernicious 
anaemia. From the standpoint of the gen- 
eral practitioner, anaemias are divided 
into those anaemias which get well, and those 
which do not. Now, the diagnosis of pernicious 
anaemia is sometimes made, and the case goes 
on a very favorable course and gets well, and 
the practitioner thinks he has cured a case of 
pernicious anaemia; and other cases which he 
diagnoses as secondary anaemia, go on in spite 
of the treatment he may give them. I remember 


now the case of a young woman who had given 
birth six months previously to a child. She had 
developed a case of anaemia, and her red count 
at the time was 800,000. Her lymphocytic 
count was fifty-nine per cent of the total white 
count, and the total white count was 5,000. 
She did have megaloblasts off and on, which 
seemed to come in megaloblastic showers. Now, 
then, in a general way, that was a pretty good 
basis for a laboratory pernicious anaemia. We 
had increased lymphocytosis, and, except for 
a slight stasis—some macrocytes and some 
microcytes—-we had a pretty good picture, 
On the other hand, in the clinical side of the case 
the patient didn’t have the least bit of color; 
she simply was blanched. The history showed 
she had no trouble during pregnancy, and there 
had been no hemorrhage. She had never had 
any vomiting, and her stomach finding didn’t 
show anything. The patient got well very 
promptly, and the question for a very long time 
was as to what prognosis to give. The patient 
herself knew a good deal about her anaemia, 
because her mother had died of it. She said; 
“Tf I have pernicious anaemia, tell me, because 
1 want to know whether I am going to die or not, 
and if I have not got it, I want to know also.” 
The prognosis should be very guarded, I think, 
in these cases, because from the laboratory 
stand-point, you are not always sure. 


G. W. McCaskey, Fort Wayne, Indiana: I 
hesitate to get upon the floor again, but I am 
extremely interested in this subject of perni- 
cious anaemia. I do not intend to discuss the 
subject from a general point of view at all. I 
simply want to say, in brief, that in my opinion, 
the best established view is that it is due to an 
unknown toxin acting, I believe, not upon the 
bone marrow per se, but upon the blood. This 
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seems to be the view held by Cabot in his recent 
monograph in Osler’s System of Medicine. 
Now, recently, within a couple of years, I have 
been attracted by the problem of accounting 
for the fever, which the doctor states, and which 
we all know, is so frequently present in pernicious 
anemia. I have studied seven cases with reference 
to this particular problem, and in every one of 
those cases in which there was fever, I have 
found a streptococcemia. Now,I am not going 
to discuss the matter further than to present a few 
conclusions appended to a paper here which I 
will present to the Indiana State Medical Society 
tomorrow morning and which will explain 
themselves. They are based on a study of 
seven cases, in four of which (all that had fever) 
a streptococcus was found in the blood. 


- The following conclusions concerning the strep- 

tococcic infection found in this series of cases 
of pernicious anaemia, though probably needing 
more extended observation for their complete 
verification, appear to me justifiable: 


CONCLUSIONS 


1. Streptococcemias and possibly other bac- 
teremias are not infrequent incidents in per- 
nicious anaemia. 

2. The streptococcemia probably bears no 
relation to the real pathology of the disease, 
the micro-organisms entering the blood stream 
most frequently from the intestines, and exist- 
ing there because of the lowered power of the 
immune bodies. 

3. The bacteremia is clinically very im- 
portant, the toxins causing fever, and very 
possibly being the usual cause of the slight 
fever so common inthe course of pernicious 
anemia. 

4. The toxins are also hemolytic, becoming 
auxiliary etiological factors in the disease. 

5. The streptococcemia is amenable to treat- 
ment by autogenous vaccines derived from 
cultures made from the patient’s blood. 

6. Blood cultures should therefore be made in 
all cases of pernicious anaemia, in which eleva- 
tion of temperature, even though slight, occurs. 


7. The possibility of streptococcal or other 
hemolytic bacterial toxins, slowly entering the 
blood from an obscure nidus, and playing a 
prominent auxiliary role in the etiology of per- 
nicious anaemia is worth careful investigation. 
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In regard to the hepatic theory, I can only 
say that it has a rational basis. If we can 
assume a breaking down of this function of the 
liver, it simply unloads more toxins into the 
circulation, and gives another possible source 
of toxemias, which may, acting upon the blood, 
I believe be a cause of haemolysis produced by 
their slow action. 


B. R. Cornus, Grand Rapids, (closing). Dr. 
McCaskey has—I thank you—expressed just 
what I wanted to bring out; that this is a rational 
theory. I know that it is not proved. I wish 
that I might bring you something which was 
proved; but I bring before you what I consider to 
be a rational theory; something to work on. in 
the minds of so many, pernicious anaemia is 
a hopeless condition, there is nothing practically 
to do; the patient is going to die. I am abso- 
lutely convinced that this is not necessarily so. 
I have reported only these two cases for they 
are the only cases that I have had which have 
gone far beyond the period where the presumed 
cure might reasonably be considered to be a 
remission. In regard to the remission, Grawitz 
believes the explanation to lie in the analogy 
of this disease to diabetes, where the patient gets 
along very nicely on a very limited amount 
of sugar, but when this is exceeded the symp- 
toms of the disease come on again. So in per- 
nicious anaemia, as the patient improves, he 
naturally tends to increase his diet. The liver 
is again overwhelmed with the toxins of the 
purin-foods and a recurrence occurs. 

In regard to the differentiation between 
anaemias and pernicious anaemias, I brought 
out in my paper what I thought was an important 
point; that the true pernicious anaemia must be 
idiopathic and not secondary to a cause which 
is determinable, such as syphilis or cancer. 
The experiments of Bunting suggest that the 
difference between secondary and _ primary 
anaemias may be one of degree only, depending 
on whether the toxin exerts its influence on the 
circulating red cell alone or also injures the 
cell in the bone marrow. So in these anaemic 
cases which come to us without the typical 
red cell change but with a high index and with 
a lack of hydrochloric acid and pepsin in the 
stomach. We should be on guard, for these 
are the cases which may and oftentimes do 
result ultimately in a true pernicious anaemia. 





CAESAREAN SECTION THE SECOND TIME IN TWO CASES* 


J. H. CARSTENS, M. D. 
Detroit, Mich. 


Caesarean sections, being sufficiently 
rare in this country, are always interesting. 
When that operation has to be performed 
the second time on the same patient, it 
is still more interesting and various 
questions arise. 

In the first place, should it be justifiable 
to make such an operation impossible? In 
other words, should it not be a rule to 
sterilize a woman and prevent pregnancies 
in the future? This is strongly advocated 
by some and opposed by others, and the 
question has by no means been settled. 

With the increasing safety of the opera- 
tion, itseems to me that the profession has 
been more and more inclined to the side 
of not interfering with future pregnancies, 
and that is the side I have taken, as it 
has been impressed upon my mind very 
strongly in some of my earlier cases. 

On account of the difficult labor and 
manipulations that have been made at 
delivery, the women are often infected 
and great danger of puerperal septice- 
mia exists. For this reason, the so-called 
Porro’s operation was most frequently 
performed in this country twenty years 
ago. Gradually, however, like with all 
other abdominal cases, a surgeon was 
called more frequently in time. The 
aseptic precautions and the early calling in 
of help, made the danger of infection less, 
and thus, the necessity for removal of the 
uterus was decidedly minimized. That 
has been my experience, and from what I 

*Read at the forty-sixtn annual meeting of the 
Michigan State Medical Society, Detrvit, September 
27, 28, 1911 
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can see, of other abdominal surgeons 
throughout the country. 


Years ago I was called in consultation 
where we had to perform a craniotomy 
in a most difficult case and how the woman 
recovered I don’t know, but she did, and 
I warned her that if she ever got that way 
again, a Caesarean section would have to 
be performed. 


A few months later, the same thing 
occurred. She came to see me and I told 
her what had to be done. She was afraid 
and consulted some others and _ finally 
met a ‘‘smart-alec” in her neighborhood 
who told her that it was all bosh and he 
would deliver her all right. 


Well, the time came, and he was stuck. 
He got an assistant and finally another 
and, after trying for 24 hours, they gave up 
and sent for me. I took her to Harper 
Hospital and there was nothing to do 
except a Porro. 


Finally, she recovered, and when I 
meet her off and on, she laments to me 
about her sterility and says if she could 
only have a child. This impressed me so 
strongly that Imade up my mind that only 
in the most exceptional cases would I do 
the Porro’s operation again. 


Even if the child is living, it might die 
and the poor woman would be childless, 
and, although she may agree to a steriliza- 
tion at the time and clamor for it, in a 
short time afterwards she may think 
entirely different and wish that everything 
could be undone. For this reason I have 
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preserved the pelvic organs unless there 
was disease. , 

In case of multiple fibroids we must 
do a hysterectomy. In an ovarian tumor 
we must remove the diseased organ, but 
in all cases of bony deformity with the 
pelvic organs normal, I hold that we 
should leave the latter intact. The danger 
of operation, today, is very little, and the 
danger of the second operation is still 
less, as the uterus and omentum often 
become more or less adherent to the 
anterior abdominal wall so that in some 
cases the abdominal cavity is not even 
opened. The advantage of the classical 
Caesarean section is illustrated by the 
following cases: 


Cask 1—Mrs. G. B., aged 30. Was called 
in consultation by Dr. Schulte, December 14, 
1909. We immediately recognized pelvic de- 
formity, the anteroposterior diameter being 
234 inches. I took her to Harper Hospital 
and operated. She had been in labor under 
the care of a midwife for two days before the 
doctor saw her, and the child was dead. I per- 
formed the usual operation, sewing the uterus 
with a running cat-gut suture and carefully 
bringing the peritoneum together with another 
fine suture. She made a splendid recovery. 

February 22, this year, the doctor called me 
again, same case. I had her removed to Harper 
Hospital and operated on her. She _ had 
been in labor for a few hours, and was in a fine 
condition. I operated in the usual manner. 
I found the uterus adherent to the abdominal 
wall and surrounded by the adherent omentum. 
Hence, I did not have to enter the abdomnal 
cavity at all. I quickly delivered the living 
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child and closed up the uterus in the usual 
manner. In two weeks she returned home 
rejoicing with a living child. 

Case 2.—Mrs. B. K. I was called April 1, 
1909. She had been in labor a short time, the 
same doctor being her attendant. Immediately 
sent for me and I saw the need of a Caesarean 
section. Took her to Harper Hospital and 
operated immediately, delivered her of a living 
girl she and made a splendid recovery. 

July 18th, this year, was called up by tele- 
phone. Same woman was in labor again, 
Sent the ambulance to take her to Harper Hos- 
pital and operated as soon as she could be pre- 
pared. In this case there were not so many 
adhesions as in the preceding one. Operation 
was easy. Delivered her of living girl which 
was asphyxiated. Closed up the womb in the 
usual manner. The child lingered on for twelve 
hours. Undoubtedly there was non-closure of 
the foramin ovali. The woman made an un- 
eventful recovery. 

In conclusion I would say: 

ist. If the woman has children and a 
Caesarean section is required on account 
of tumors, sterilization is justifiable. 

2d. In cases that have been long in 
labor and there is septic infection, a Porro’s 
operation might be justifiable. 

3d. Cases where there is only trouble 
with the bony structure, the classical 
Caesarean section should be performed. 

4th. In all cases, the exact condition 
and results should be explained to the 
patient, not that you will do what she 
wants, but for the purpose of not giving 
her a chance to say that you did things 
to her that she did not want you to do. 


DISCUSSION 


Frank C. WiTtTeER, Petoskey: The question 
of the justifiability of sterilizing a woman after 
Caesarean section is one of great importance. 
A great many times the patient will have been 
in labor for perhaps 24 to 48 hours before asur- 
geon is called in consultation. Many times the 
external genitalia are so swollen and edematous 
from the repeated attempts at delivery of the 
child by the family physician that any further 
attempt at removal of the child, even by evis- 


ceration, etc., is exceedingly dangerous, much 
more so than by abdominal section. 

Of course the patient is not in the best con- 
dition for an operation, for often the uterus has 
been punctured or ruptured but it seems the only 
probable method of giving the mother a chance 
for her life. Under such circumstances I think 
sterilization justifiable. The probability of for- 
mation of adhesions after Caesarean section is 
slight, while after puncture or rupture they are 
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almost certain. I have seen this in two instances 
where the adhesions to the intestines and parie- 
tal peritoneum were extensive. On the other 
hand, when the patient can be kept under 
observation the Caesarean operation can be 
repeated two or three times with good results. 
The patient invariably asks to be sterilized at 
the second operation, when the question arises— 
is it justifiable? Are we entitled to go ahead 
and sterilize the woman at her own request? 

This thing has been brought to my notice 
several times and I have been in a quandary 
what to do. 

Dr. CarsTENS: What would you say? That is 
what I am trying to find out. 

Dr. J. N. Bett, Detroit: The subject of 
sterilizing the patient is perhaps the most im- 
portant point to be taken up in discussion. It 
has always seemed to me that it is largely one 
of the surroundings and circumstances. If a 
patient is in good surroundings and has not 
been subjected to very much manipulation, and 
is perhaps the mother of one or two children 
_ only, we should leave the uterus there. If we 
are reasonably sure that we have been clean, 
and the man who has perhaps examined the 
patient before, or made an attempt to deliver, 
has understood what surgical cleanliness is, 
we ought to give that woman. a chance and 
leave the uterus there. There are cases of 
election, that is, cases where we elect to do 
an operation and there are other cases where 
attempts at delivery have been tried, and in 
only two of them has it been necessary, in my 
experience, to remove the uterus. In the others 
I left the uterus there, and they all made prompt 
recoveries and are in good condition. I have 
had only one case where the operation was per- 
formed the second itme, and that time I exam- 
ined the anterior surface of the uterus to see if 
I could find a scar, but could find none. She 
made an uninterrupted recovery, and there 
is a chance for her to have a third operation. 


F. L. Tupper, Flint: It seems to me that one 
thing should be impressed on physicians in gen- 
eral, and that is, that they should know when 
a Caesarean section is indicated. There are so 
many cases in which the diameters, and general 
contour of the bony structures are abnormal, 
that unless great care is taken in the examina- 
tion before, or at the time of labor, to determine 
when forceps may be applied to advantage, 
irreparable damage is done, and in many cases 
there is a needless loss of life, to say nothing of 
the anguish endured by the unfortunate patient. 


Jour. M.S.M.S. 


J. J. Reycrart, Petosky: Regarding the 
matter of sterilization, Dr. Carstens gave two 
operations for Caesarean section—steriliza- 
tion of the woman by tying off the 
tubes or making a hysterectomy, or something 
like that. Supposing a woman came with a 
history of having one Caesarean section, with 
deformed pelvis, and who could not have a live 
child born, in this case would the medical pro- 
fession be warranted in producing an abortion 
before that woman went—in one to four months. 
In that case is it justifiable to produce an abor- 
tion, aside from the thoughts of the clergy? 
In the State of Michigan, where the law is such 
that you cannot do it lawfully, it is a question 
what we should do. My judgment in such cases 
would be—if I had examined a woman with 
a deformed pelvis who could not give birth to 
a living child in the usual way, I would take it 
on myself to produce an abortion. I would not 
tell all the clergy. Some clergy in certain 
churches would be greatly against it. Nothing 
would warrant such a procedure. Lots of things 
can be done by a doctor which is not known to 
the clergy or to anybody. Personally, instead . 
of sterilization, which you will probably not get 
a chance to accomplish, what you would get 
would be the determination, after the pregnancy 
had been progressing for two or three months, 
whether or not you would produce an abortion. 
My opinion would be this. 

ROSALIE SLAUGHTER Morton, New York: 
It gives mea great deal of pleasure to be a guest 
at the meeting of the Michigan State Medical 


Society, and especially to hear the interesting 


papers which have been read before this section. 
Regarding the paper which you have graciously 
called upon me to discuss, I had the pleasure 
of seeing Dr. Carstens perform a Caesarean 
section last week, which, from the time when the 
abdominal incision was made to the delivery of 
the child, occupied two minutes. The pelvis 
had not been measured, instrumental delivery 
and version had both been attempted before 
the patient was brought to the hospital, the 
woman had been in labor twelve hours or more, 
and yet under these adverse circumstances when, 
this morning, the wound was dressed for the 
first time it was in perfect condition. The 
patient has had no rise of temperature or dis- 
comfort. Citing this case as an example, I 
think with the perfected technique of modern 
surgery the patient runs little risk in a Caesarean 
section, and with a deformed pelvis it is, in my 
opinion, the method to be preferred. 
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I cannot agree with my colleague who thinks 
it is best to perform an abortion; for with the 
pelvis properly measured, it is easy to prepare 
in advance for a Caesarean section, and it is 
fairer to both mother and child; in fact, I think 
an abortion should only be performed as a last 
resor} to save a mother’s life. 

Regarding several Caesarean sections on the 
same patient versus hysterectomy, I am in 
favor of the former, even when there are small 
fibroids, for with these removed, the uterus 
may perform its function for one or more preg- 
nancies, and even if it must eventually be re- 
moved, owing to the return of fibroids in greater 
numbers or larger growths, the woman will have 
had the happiness of bearing a living child. 


CHAIRMAN R. R. Situ, Grand Rapids: This 
matter of repeated Caesarean section came up 
before the American Gynecological Society 
a few years ago. There was a considerable 
number of men who took part in the discussion, 
representing an experience of many such cases. 
They were practically all of one opinion; namely, 
that when pelvic deformity was uncomplicated 
by uterine fibroids or there were other contra- 
indications, it was better not to sterilize the 
woman but to let her go on and have further 
pregnancies and deliver again by Caesarean 
section, even though that had to be done 
three or four or even five times, as was reported 
in some instances. I think with this experience 
before us we may well afford to be conserva- 
tive in regard to sterilization at the time of oper- 
ation. 


J. H. Carstens, closing: I do not think 
there is much to be added on the stand I took. 
We can see how a woman might have four or 
five or six Caesarean sections, and my conscience 
would justify me in sterilizing, if she really had 
trouble enough and danger enough to really 
warrant that. But every one don’t have as 
many children as that. There is one other 
point in connection with that, and that is that 
a Caesarean section necessarily makes a weak spot 
in the uterus—you must not forget that, no 
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matter how carefully you sew it,and there are 
many cases on record where there was a rupture 
of the uterus afterwards at that particular spot, 
so that we have got to be careful in a woman 
who has had a Caesarean section, and not let 
her go on in labor too long. Of course, it is a 
great deal a woman’s own fault; she goes to 
another doctor as has been reported, she allows 
that doctor to fool around and do all kinds of 
things, and then gets another and another one. 
She ought to see to it that she had the right 
doctor, and then she ought to tell that doctor 
immediately what had been done and what 
should be expected. The other point I did not 
want to bring in because that question did not 
really belong to that, (and I did not want to 
make the paper too long and have a discussion) 
and that is the question of bringing on abor- 
tion. We are justified in doing that once in 
a while, in certain cases, where a woman’s life 
is in danger but I think where Caesarean section 
can be performed with such very little danger, 
that there is not nearly so much danger in doing 
a Caesarean section as there is really in causing 
an abortion. 


There is one other point also that should be 
brought up, and that is the question of inducing 
premature labor. Of course we all do that. 
I did it more formerly than I do now—and that 
is where a woman has a small pelvis, say about 
3 inches or something like that, we can bring 
on labor at 714 or 8 months, or something like 
that, and perhaps deliver her of a living child. 
I advocated that strong formerly, but I gradually 
became inclined not to advocate it, and rather 
allowed the woman to go the full term, and the 
child’s chance for living would be better and 
the danger to her would not be, I think, any 
greater than it would be in inducing premature 
labor—so I did not bring that question up, 


I agree with what Dr. Morton said and Dr. 
Smith, and the concensus of opinion was in 
such cases, that we are not justified in sterilizing 
a woman, that is the principal thing. I thank 
you. 
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PRINCIPLES FOR THE CURE AND TREATMENT OF HERNIAS* 


H. E. RANDALL, M. D. 
Flint, Mich. 


The weakest spot in the male abdominal 
wall is the internal inguinal ring. Hernias 
occur at this point, not so much because 
it is a natural opening for the passage of 
the spermatic cord as because of the fact 
that through this opening has passed 
the testicle, followed with failure to close 
permanently the pouch of peritoneum 
that accompanied its passage downward. 
It is now believed that the greatest factor 
in the production of hernia is the presence 
of a preformed sac. Why it should close 
in some and not in other cases is still 
unsolved. This peculiarity of develop- 
ment, the passing downward of a generative 
organ in the male, results in a hernia in 
one to sixteen of applicants to the 
military, police, fire or life insurance ex- 
aminations. If slight but sufficient pres- 
sure is made during the first five or six 
years of life, we may expect, in majority 
of cases, an obliteration of this sac, with 
little danger of a hernia later. This pres- 
sure is made by wearing a truss, changing 
it as the child grows larger. A hernia 
of one side means a large ring on the 
other side in about half of the cases. 
Nearly all hernias are of the oblique or 
indirect variety. In this hernia we have 
the sac emerging from the internal ring 
in front of the sepermatic cord. If it be 
true that all inguinal hernias are due to the 
invitation of a preformed sac, traumatism 
plays but a small part in the causation 
of hernias. A sudden lift or strain pushes 

*Read at the forty-sixth annual meeting of the 
Michigan State Medical Society, Detroit, September 
27, 28, 1911. 
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a piece of omentum or bowel into this sac or 
pouch already formed. We can imagine 
a rupture of muscular tissue to take place 
allowing a protusion but this is extremely 
rare, and the hernias occur in the line of least 
resistance, a natural opening. The internal 
ringis guarded by the internal oblique mus- 
cle and any factor which reduces the tone of 
that muscle favors the formation of a hernia. 
This is seen in ‘hernia that have followed 
operation for appendicectomy, due to the 
severing of thenervesupply. The ordinary 
everyday hernia can be _ satisfactorily 
explained on the congenital or develop- 
mental reasons. In the few direct hernia 
the cord is always anterior to the sac. The 
opening of the hernia is not at the internal 
ring but below it and this should be con- 
sidered as a true ventral hernia, and calls 
for an entirely different operation than an 
indirect hernia. 

Reduction of hernias has not been 
taught in the medical schools as it should 
be if one judges of the efforts that are 
made to perform taxis. Pressure will not 
reduce a hernia. The more pressure that 
is made in a strangulated hernia, the less 
chance there is that the hernia will re- 
turn to the abdomen. A hernia, if it can 
be gotten back, may be reduced in a very 
simple manner. I have seen no_ benefit 
from cold or hot application, or from 
bandaging. The fingers, thumb, and fore- 
finger of the left hand in a right-sided 
hernia are to firmly grasp the sac at the 
constricted portion which is one of the 
rings and, after this squezing has lasted 
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for a few minutes, the hernia is grasped 
by the right hand and pulled out, not in. 
If the hernia can be moved, pressure with 
the right hand will succeed in returning 
the hernia. It must still be more strongly 
advised that a hernia which is not reducible 
within four hours should be operated on 
without delay. A strangulated bowel 
means gangrene if not relieved. A gan- 
grenous bowel means a resection and a 
resection under these circumstances means 
a heavy mortality. 
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stump sac is drawn over underneath the 
rectus muscle. If the hernia is of the ob- 
lique variety, the closure of the internal 
ring is the next step. Sometimes we fail 
at this point, in not excising part of the 
ring, to get a good raw surface for firm 
healing. This is the point where the enter- 
ing wedge of a new hernia will try to get 
down, and could we be sure of a good 
union, this might be all that is necessary 
to do. The next point in operating is 
to remember that the muscles have lost 











Fig. 1—Showing Deficiency of Internal Oblique to Pourpart’s Ligament. 


If a preformed sac is the great factor 
in the formation of hernias, special care 
must be taken in disposing of the sac. 
The sac, after being freed and opened to 
be certain that it is empty, is drawn out 
and ligated as high up as possible. Oschs- 
ner contends that a removal of the sac 
in femoral hernia is sufficient to cure; 
that no opening can be kept patulous 
that is not lined with serous or mucous 
membrane. I tried this alone in a fem- 
oral hernia and it recurred in two months 
time. In inguinal hernia sometimes the 


their tone, from disuse and pressure. 
The radical operation for hernia should 
be a plastic operation—fitting the opera- 
tion to the patient, not the patient to the 
operation. We must now make a firm ab- 
dominal wall. This may be accom- 
plished by sewing the internal oblique 
muscle and the conjoined tendon to Pour- 
part’s ligament. Ferguson’s operation is 
based on the fact that the upper part of 
Pourpart ligament has a higher attach- 
ment to the internal oblique in the male 
than in the female. 
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In passing the suture to bring the internal 
oblique under Pourpart ligament, it should 
be remembered that there are twenty 
cases on record of the needle injuring the 
iliac vessels. This can be avoided by 
feeling the pulsation of the artery and 
pressing it downward while the ligament is 
pulled out by forceps. The line of the 
deep epigastric vessel should be located 
to avoid injury to it. 

The more resisting fascia is then over- 
lapped, which makes a strong abdominal 
wall. Suturing of the skin completes the 
operation. The spermatic cord is left 
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It is said that medical men learn more 
from their mistakes than from their suc- 
cessful cases. In surgery the operator 
learns more from his operative failures 
than from those cases in which the results 
have apparently been satisfactory. This 
is most certainly true of that class 
of cases in which a surgical attempt has 
been made to cure ahernia. I have had 
five failures in hernia cases and these 
cases are my text. Two of the cases in 
which recurrences took place were in 
very large hernias of long standing. 
One patient was 65 and the other 76. 

















Mayo Operation—Umbilical Hernia. 


in¥its old bed. Nothing is gained by 
making a new canal for it. 

The direct inguinal hernia should be 
regarded as a ventral hernia, and the bad 
cases are best treated by doing what 
Bloodgood has recommended, by bringing 
the rectus muscle over the hernial opening. 
The treatment of the sac, the sewing of 
the red muscle to Pourpart ligament, and 
the overlapping of the fascia, is done 
similar to the operation for indirect 
hernia. 

In the old large hernia it may be neces- 
sary to take a flap from the fascia lata in 
order to make a firm solid wall. 


One case recurred six months after opera- 
tion, the other three years after. Three 
cases were recurrences in younger men. 
One case had had a previous operation 
by a Detroit surgeon and I operated on 
the other side. Both sides came down 
the same day eight months after my 
operation. I shall speak of this case 
later. Because of the character of his 
work he should have been advised to 
wear a double truss. In two other cases 
the hernia came back above the internal 
ring. In the two older men I did not 
expect a cure, as both cases were forced 
to an operation because of strangulation. 





FE 
TI 
in 
ra 


Tu 


to 
cl 





10re 
tuCc- 
itor 
Ires 
ults 
‘his 
lass 
has 
had 
lese 
> in 

in 
ing. 


2ra- 
iree 
len. 
‘ion 

on 
wn 


“ase 
his 
to 
ASeS 
‘nal 
not 
ced 
ion. 








FEBRUARY, 1912 


The man in whom both sides came down 
was a railroad section man and was reach- 
ing down and lifting heavy railroad steel 
rails, the most dangerous thing for a 
rupture or for one who has been ruptured. 
I know of no work that is better adapted 
to bring on a hernia than is work of this 
character—reaching down and making 
a heavy lift. Inonecase a hernia recurred 
after a fall. 

Three of the operations in which re- 
currence took place were the Bassini opera- 
tion. In the other two a Ferguson opera- 
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should be made to give plenty of room. 
Failure may be due to a small incision 
where work can not be done thoroughly. 
The sac should be separated and opened 
and excised on a level with the peritoneum 
so as to leave no dimple in the peritoneum; 
or the small stump may be carried over 
and fixed to the posterior surface of the 
rectus muscle. 

The treatment of the internal ring is 
as important as any step in the operation. 
This should be closed as tightly as possible 
without interfering with the blood supply of 

















Cushing-Marcy Stitch in Femoral Hernia. 


tion was done. I do not believe it is so 
much the type of operation as the way we 
do it. We have very little trouble now 
with laporatomy wounds. Why do we 
not have the same success in closing hernias? 
I believe we make a mistake in doing one 
type of operation. We should make the 
Operation fit the patient, not the patient 
the operation. :Each of the most popular 
methods for the radical operation contain 
principles which should be used. 

The essentials of a good operation for 
an inguinal hernia should be: In the first 


place an incision three or four inches long 


the cord, and being sure we are getting 
a good raw surface for healing. 

This is the point of the entering edge 
of anew hernia. The essentials of Bassini 
operation—to bring the conjoined tendon 
and the internal oblique to Bourpart’s 
ligament; and the essential point in the 
Ferguson operation—to remedy the defect 
in the outer and upper portion between 
the internal oblique and Pourpart’s liga- 
ment, which insures a tension on the in- 
ternal ring. The weak point after a 
radical operation is just above the internal 
ring. The muscles after a long standing 
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hernia are thin from disuse and pressure and 
advantage should be taken of the firm, 
unyeilding and inelastic fascia. These 
structures should be overlapped as much as 
possible. If careful asepsis has been 
observed, a cure will take place, but if 
heavy lifting is to be done a truss should 
be worn. Patients should be advised 
to wear a truss and take no chance of a 
recurrence. This applies only to very 
hard lifting. 


In 78 cases of inguinal hernias operated 
on there were five recurrences, a percentage 
of recurrence of six and one half per cent. 
No mortality. In the large hernias in 
the old men, it would have been advisable 
to have taken a flap from the fascia lata 
to strengthen the abdominal wall. Ihave had 
no experience with Willard Bartlett silver 
filigree method of incorporating large silver 
wire in the tissues. As the method has 
been in use for six years with good re- 
sults, it is a method deserving the atten- 
tion of suregons in the immense hernia, 
which are occasionally seen. 


FEMORAL HERNIA. 


Oschsner’s contention that no opening 
in the bedy can be kept patulous unless 
lined with skin or mucous membrane 
may be true and he has, in several cases of 
femoral hernia, simply removed the sac, 
with a cure. The first case in which I 
tried simply removing the sac in a femoral 
hernia resulted in a recurrence two months 
after operation. I reoperated and closed 
the femoral canal with a Cushing-Marcy 
purse string suture, witha cure. It will 


suffice for me to say that all cases of 
femoral hernia since that time have had 
more done than removal of sac. The 
additional stitch to close the ring takes 
but a few minutes more time, and I believe 
is necessary for satisfactory results. There 
have been nine femoral hernias. Two cases 
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of strangulated fermoral hernia died within 
twenty-four hours after operation. 

I wish to report one case which is inter- 
esting from the coincidence of appendicitis 
and hernia. Two weeks previous a hernia 
had been reduced. There were adhesions 
around the caecum and, with the history 
in mind, I examined the internal ring 
and found the small bowel caught at the 
internal ring. The caught portion of the 
bowel was the size of af a ten-cent piece. 

In the large umbilical hernias the best 
results have been with the Mayo method of 
transverse instead of the ordinary abdomi- 
nal incision. This operation takes ad- 
vantage of the ease which an abdominal 
incisioncan be brought together ina trans- 
verse line and overlapped. By this method 
many hernias considered inoperable have 
been cured. I find I can make the best 
wall with a circular incision, splitting the 
ring in two halves, then carrying the 
incision out on each side to the recti 
musles, then dovetailing and overlapping 
the flaps. In one case of strangulated 
umbilical hernia the skin was the only 
structure in the abdominal wall. I opened 
the bowel at the very start. This I 
closed and made a lower incision and 
pulled the strangulated loop through the 
ring from the inside of the abdomen. 
This case was later operated on by Dr. 
McLean. Some of these cases have had 
hernias larger than a child’s head. In 
six of these cases so far there have been 
no recurrence of a hernia. 

In writing this paper I have tried to 
make the following points: 

In young patients under five or six 
years of age the wearing of a truss, changed 
as the child grows older, will cure the ma- 
jority of cases. After this age we cannot 
hope for a cure. There is no objection to 
operation if desired, if the cases cannot 
be taken care of otherwise. 

The injection method has had many 
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failures, and has been practically aban- 
doned by the medical profession. The 


wearing of atruss by those who will not 
undergo an operation is recommended, but 
it should be a properly fitting one. 

The operation is one with a very small 
risk, the only danger being the anesthetic. 
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The main objection is the time lost—three 
or four weeks. 

The best operation foraninguinal hernia 
is a Dastic operation, containing the es- 
sential of removal of sac, with the principle 
of the Bassini and Ferguson operation, 
with overlapping of the fascia. 


DISCUSSION 


A. J. Baker, Grand Rapids: In the treatment 
of hernia there are two factors as causes that 
are to be taken into consideration—predisposing 
and active. The predisposing cause is princi- 
pally duetothe position of the internal organs. 
Knowing that fact, there is only one thing to 
do—make a restoration of that organ; and care 
should be taken not to leave the ligatures so that 
they will interfere with the circulation. Then, 
when you have restored it, there should not be 
any more difficulty than in sewing up any in- 
cision in the abdomen. 

I would not recommend the wearing of a truss 
at all. I have several hundred cases treated 
by what may be called the Ferguson method, 
not all of them, however. Of course, there 
are conditions in which you have to use the truss. 


A Voice: There is one point J would like 
to bring out: In old men the question is raised 
as to what age they should be operated on. My 
experience has been that there is no age in which 
we cannot operate. I know for years I did not 
Operate on account of age. I remember one 
old gentleman coming into my office wearing a 
large grain sack, and in that way tried to keep 
the hernia from protruding. He was seventy- 
two years old. I had him on the operating table 
and successfully operated on; that was some 
years ago. I have seen him recently, and there 
has been no recurrence. Now the idea is that 
there is no age at which we cannot operate for 
hernia, and I would advise every one to go ahead 
and operate for hernia as if the patient were a 
youngster. I have one case two weeks old. Ido 
not know as there is any time in which we can- 
not operate, and in the case of a small child 
the quicker we get results the greater the re- 


sulting benefits. My advise is if the child is 
constantly crying, and you are having trouble 
with it, being called to the house every few hours 
to see the child, put it right on the operating 
table, and as the writer of the paper says, I see 
no danger in the hernia operation, because of all 
the operations I have done on hernia I have not 
found a case in which I saw any danger what- 
ever. So far as femoral hernia is concerned, 
I believe he is right. I never could do anything 
with femoral surgery, except to tie in the sac. 
So far as the technique of the operation is con- 
cerned, no one can tell you on paper how to do 
it. I would advise you to get rid of all those 
names, and all the different celebrities who have 
operations of their own. If you want a good 
operation for hernia just attach your own name 
to it after you have completed it. I never 
could follow the same method in any two cases. 
When I see it before me I do not know whether 
Meigs ever did it that way or not or any other 
man, but I go ahead and do it my own fashion 
in the way my own intellect dictates. In nine 
cases out of ten you will have no trouble with 
it afterwards. So far as wearing a truss is con- 
cerned, it would be a queer case, after I got it 
fixed, in which I would put a truss on. 


Dr. RANDALL: The only thing I want to speak 
of is femoral hernia. Just simply separating 
the sac and tying it is not sufficient. I have 
found that true in my experience, and I have 
had to re-operate and put in the circular stitch. 
This draws up the muscles and closes the opening. 
Another thing I want to mention and this is, 
if a man is going to do very heavy lifting it is 
better for you to advise wearing a truss than 
to have a recurrence. 





GENERAL CONSIDERATIONS OF RENAL SURGERY* 


GEORGE C. HAFFORD MM. D. 
Albion, Mich. 


In considering the principles involved 
in the surgery of the kidney and ureter, 
we are at once impressed with the difference 
between them and any other organ of the 
abdomen. Differences due to location 
relations, and functions. No other organ 
in the abdomen can we attack so easily, 
without entering the peritoneal cavity 
and having to do with all the principles 
involved with peritoneal functions. 

The kidney, as you know, is developed 
from the mesodermal layer, being preceded 
by that complex body which was the com- 
plete excretory organ of early foetal life, 
the Wolffian body, the other abdominal 
organs except the spleen, coming from the 
entodermal layer. The kidney consists 
of two distinct portions according to their 
functions, these functions being vicarious, 
and more or less complimentary to elimina- 
tion by the skin. It is also believed that 
the kidney has the function of manufactur- 
ing an internal secretion of more or less 
importance, of which as yet little is known. 

The functions, as known, are both 
secretory and excretory, so we find the 
organ distinctly divided into parts adapted 
to these functions. The excretory being 
the ureter, pelvis, and collecting tubles; 
the secretory that part of the glomerules 
and the convoluted tubules. 

I shall not take time to enter into 
complete anatomical detail of these organs 
and their relations. It must be remem- 
bered that we encounter here, at times, 


*Read at the forty-sixth annual meeting of the 
Michigan _ Medical Society, Detroit, September 
27, 28, 1911. 
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various abnormalities—horse-shoe kidney, 
single kidney, double ureter, etc. ‘The 
vessels all enter and emerge from one part, 
the hilum, run along the pyramidal tract, 
turning at right angles at the base. The 
anterior and posterior portions of the 
kidney have each a separate blood supply 
which do not communicate, therefore 
between these there is a line of separation 
where the kidney may be split without 
danger of hemorrhage, and with the least 
damage to the circulation. This line is 
near the longitudinal median line about 
5 or 6 mm posterior to it. 

The lymph channels all join at the 
hilum, to empty into the lumbar lymph 
nodes. Thus we find avenues of infection in 
the kidney, leading either into the urinary 
channels, or being caught in the nodes, 
forming extra-peritoneal abscess pointing 
in the back or loin. 

The nerve supply of the kidney comes 
from the renal plexus; this is made up of 


branches from the splanchnics, semi-lunar 


ganglia, aortic, solar, and spermatic plexes 
and vagus, thus accounting for the various 
referred pains in kidney irritation, as 
in the testicles, penis, back, thigh, and 
the reflex anuria or oliguria. The ureteral 
supply is much the same, being from the 
inferior mesenteric, splanchnic and pelvic. 

The kidney is invested by a capsule 
(tunica fibrosa) which may be. easily 
detached in health, which passes into the 
hilum, sending out processes to cover 
the nerves and vessels running back to the 
aortic sheath and lumbar fascia, forming 
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apart of the attachmentsfor support. Out- 
side this is the loose fatty capsule, a mass 
of fat with more or less fibrous tissue. 

This acts principally as a buffer for 
the protection of the organ and varies 
in amount, as in emaciation and in some 
inflammatory conditions. It is absent in 
the infant, beginning to develop about the 
roth year. This perirenal fat is poorly 
supplied with blood vessels, hence is 
frequently affected by abscess, following 
disease of the kidney or some adjacent 
structure. The fibrous tissue enclosing 
this fat varies, but presents certain thick- 
enings. One posterior (retro renalis) con- 
tinues with the fascia, covering the psoas 
and quadratus muscles; one on the 
anterior surface to the subperitoneal 
tissue behind the colon. This is said 
to be freqeuntly absent on the right 
side, accounting in part, perhaps, for the 
more frequent displacement of the right 
kidney. In 1905 Dr. Longyear first dis- 


cribed what he has called the nephro- 


colic ligament. This is composed of net- 
work of fibrous bands-fasiculi passing 
through the fatty capsule from the lower 
part of the kidney down to the posterior 
wall of the ascending colon on the right 
side, between its peritoneal attachments, 
and similarly on the left side, to the de- 
scending colon. It is, according to Long- 
year, continuous with the inner and lower 
point of Gerota’s capsule. The traction in 
cases of fallen kidney, he claims, is responsi- 
ble for much ptosis of the colon and stomach, 
which is so common in prolapsed kidney and 
which gives such a variety of symptoms. 
These attachments are of great importance 
in maintaining the organ in its normal 
position. As a rule, fastening the kidney 
in position will give no relief if we find that 
the whole abdominal viscera are prolapsed, 
but,many times, some of the other organs are 
prolapsed by the traction of a descended 
kidney and, in these cases, fixing the kid- 
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ney will relieve not only the crisis caused 
by a kinking of the ureter, but will give 
great relief to constipation and reflex 
troubles. 

Of much interest and importance are 
the adrenal glands located above each 
kidney. These bodies, at birth, are as 
large as in adult life, showing their great 
importance to health. These organs need 
not be disturbed in extirpation, or in 
any of the various procedures we may 
subject the kidney to, but their location 
should be kept in mind, as unnecessary 
roughness in handling may induce changes 
in their secretions, with corresponding 
symptoms. I have not been able to find 
recorded cases, but we know that we do 
get experiences in thyroid surgery from 
changed secretions, which are unpleasant, 
if not fatal, at times,so that it would seem 
wise, at least, to interfere as little as pos- 
sible with their relations. 

The kidney, being so deeply placed in 
the body and so well protected, is not 
very liable to injury, still such injuries 
are not rare, and are very important. 
Laceration of the kidney substance, in- 
jury to vessels, detachment of the ureter, 
may all occur with or without external 
or visible wound. Such cases are reported, 
even from muscular exertion alone. These 
are more apt to occur in organs already 
weakened by disease; as, calculi in the 
kidney, in ureteral obstruction, etc., and 
the injury may be easily overlooked, owing 
to more conspicuous injuries to other 
organs. Again the previously diseased 
condition not being realized, we may have 
a train of symptoms which would not 
have been present were the organs in a 
healthy condition at first, hence the im- 
portance of remembering, in all kidney 
injuries, the possibility of previous diseased 
conditions. 

In estimating the reflex results on the 
kidney remaining, after serious operation 
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on the other, we have to take into account 
the functional condition of the operated 
one as well as the one to beleft undisturbed; 
thus, a healthy organ removed and the 
whole work of elimination put suddenly 
upon the other healthy one will cause more 
reflex disturbances, oliguria, anuria, etc., 
than had the one removed been slightly 
diseased for some time. In the latter 
case the work would have been for some 
time gradually taken up by the one left 
and the change, for this reason, would not 
cause the same amount of reflex disturb- 
ances. The physiological effect of re- 
moving a sound kidney is difficult to de- 
termine, for we probably do not know 
all the functions of the organ. The 
immediate, most striking effect is dim- 
inution of the quantity of the urine. 
This, however, soon, if the patient re- 
covers, returns to its normal quantity. 
How much of this diminution is due to 
the operation, and how much to other 
conditions as anesthetics, diet or the 
previous conditions of the patient, or the 
influence exercised at times on the adrenals, 
is difficult to determine. It may happen 
in advanced disease of the kidney, that 
from the extra work put upon the other, 
there will be a congested, even hypertro- 
phied, condition of it, and the urine from 
this organ may contain large amounts of 
epithelial debris which may show as a 
distinct deposit. This does not necessarily 
mean that there is a disease of this kidney, 
and the old view that the disease may be, 
in a measure, judged by the deposit is, 
therefore, erroneous. Again, the presence 
of albumen is not a criterion as to healthy 
condition, as the urine from a diseased 
kidney may contain no albumen, while 
albumen may be present in a practically 
healthy kidney, because of toxic conditions 
of the other kidney, or of other organs. 

It is not in the province of this paper to 


enter into a description of the different- 
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methods of examining into the functional 
activities of the kidney, butin the use of 
all those tests for functional capacity, 
cryoscopy, functional glycosuria, electrical 
conductivity, experimental polyuria, elimi- 
nation from the kidney of colored sub- 
stances, the pheno-sulph-thalein test, etc. 
Each seems to have a special indication 
and one cannot depend on any one test 
in all cases, for, in some cases, there may 
be serious trouble and yet enough of 
normal structure to make certain of 
the tests in this particular case negative. 

We must remember before doing work 
that is liable to injure the functions of one, 
to be sure that its fellow is capable of 
carrying on the work, and, in removing it, 
that its function is insufficient or will beso. 

The ureters are about 6 to to inches 
long and have a diameter commonly the 
“size of a goose quill.”” They are not of 
uniform diameter, however, so we find cer- 
tain points most liable to the arrest of cal- 
culi as they pass down from the kidney. 
These points are located in three well 
marked and fairly constant places. One 
adjacent to the lower pole of the kidney at 
the outlet of the pelvis, one located where 
the ureter crosses the iliac vessels, and one 
at the lower ureteral orifice. We find cal- 
culiinthe ureter much more frequently than 
was formerly believed,sincethe more perfect- . 
ed diagnosis by the X-ray and catheteriza- 
tion. A negative operation for stone in the 
kidney, if followed by careful examination, 
will often reveal one in one of the ureters. 

Pilcher says the ureter is subject to the 
same diseases, both obstructive and in- 
flammatory, as the urethra. 

The occurrence of anomalies of develop- 
ment of the ureter are more frequent than 
usually believed and should always be kept 
in mind. He gives the ratio of two or 
three in 100 examinations as not unusual. 
This is very important; as, for instance, 
two ureters may lead to one kidney. 





RENAL TUBERCULOSIS* 


FREDERICK W. ROBBINS, A. M., M. D. 
Detroit, Mich. 


A symposium on renal surgery twenty 
years ago would have scarcely touched 
upon this, which today is the most interest- 
ing, if not the most important branch of 
the subject. At that time there was no 
specialty in medicine known as Urology, 
which practically had its origin in the 
impetus given to the study of urinary 
diseases, through the invention of the 
cystoscope and ureteral catheter. 

Again at the autopsy table when 
tuberculosis of the kidney was present, 
it was so linked up with general tubercu- 
losis and with that of its mate, that it was 
scarcely looked upon as a surgical disease. 


Only last winter when one of our friends 
presented a number of tubercular kidneys 
before a medical society, another ex- 
pressed dissent from the opinion that 
every unilateral tubercular kidney, except 
when contra-indicated, should be removed. 
Ever since then I have been especially 
interested in the study of my own cases, 
and the opinions of others as expressed 
in medical literature. 


This literature I have carefully examined 
going back five years, and have found a 


very general agreement on the part of 
those sufficiently interested to write, as 
to the most important questions relating 
to this subject. 


For instance, now, when tuberculosis 
exists in the bladder, we immediately 
ask ourselves: Are both kidneys involved? 
Some of us remember listening to Dr. 

*Read at the forty-sixtnh annual meeting of the 


Michigan State Medical Society, Detroit, September 
27, 28, 1911. 


Henage Gibbs not many years ago when, 
before the Detroit Academy of Medicine, 
he read a paper combatting the theory, 
then quite prevalent, that renal tuber- 
culosis is often secondary to genital or 
bladder tuberculosis. We all agree with 
him now. 

A great responsibility rests upon the 
physician first consulted on account of 
uncomfortable urinary symptoms. These 
may be due to some simple thing, as errors 
in diet, or they may be due to so grave a 
condition as renal tuberculosis. To make 
the diagnosis is not always easy, but upon 
it being made correctly and early will 
often depend the life of our patient. 

There are a few points in diagnosis that 
should be emphasized, and perhaps the 
first is that renal tuberculosis is not a rare 
disease. Is it not true that even yet many 
of us make a diagnosis of and treat patients 
for cystitis? Is it not true that cystitis* 
per se is arare disease? In my experience 
this is so. Pollakiuria, dysuria, pyuria, 
therefore cystitis is, if I mistake not, too 
often the train of thought. By these 
symptoms the urologist is brought only 
to the gateway of an interesting surgical 
problem. 

Of course, no one would miss the light 
that a carefully taken history occasionally 
throws over truth, nor would he forget 
to examine the entire body for any con- 
dition that might have a bearing on the 
subject of his study. 

Several writers mention a fact that has 
been noted by me many times; namely, 


*Patient recently reported seventy bladder injections. 
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the frequency with which advanced tuber- 
cular lesions of the kidney may be present 
in fleshy, ruddy, healthy looking subjects. 

One should suspect tuberculosis when- 
ever a turbid urine acid in reaction is 
present for which no explanation is evident; 

Whenever irritability of the bladder 
is present in absence of any history of 
urethritis; 

Whenever there is a history of one or 
more attacks of haematuria coming on 
without any exciting cause; as, jolting over 
rough roads; 

Whenever a chronic dull pain is com- 
plained of over the kidney. 


After tuberculosis has been suspected 


the suspicion must be confirmed or shown 
not founded on fact if possible. In any 
case of suspected renal’ tuberculosis, a 
cystoscopic examination is imperatively 
demanded and even then one may possibly 
make anerror. Gallavarden and Rebatter 
report a case in which there was no sug- 
gestion of tuberculosis but the syndrome 
complex of chronic nephritis. Autopsy 
showed that in connection with a diffuse 
nephritis, there was an old closed tuber- 
cular area. The possibility of a closed 
tuberculosis then seems proven. Qn the 
other hand, the presence of renal tubercu- 
losis must not be positively diagnosed, 
because of finding a few groups of tubercle 
bacilli in a catheterized specimen of 
urine. Weichselbaum, Weigert, Kreen- 
feld and others, have shown that T. B. 
may be carried off through the uninfected 
kidney. While theoretically this is proba- 
bly true, practically one would not diagnose 
renal tuberculosis, or even have the op- 
portunity to do so, until either a renal 
hemorrhage has occurred or pyuria be 
present, and under such conditions finding 
T. B. in a specimen of urine drawn through 
the ureteral catheter would be deter- 
minative. 

One does not always find T. B., even 
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after a most careful examination. Fuller- 
ton, in British Medical Journal, reports 
finding T. B. in eleven out of twenty-four 
cases. I think one should find the germ 
in a larger proportion of cases, but when 
not found, the cystoscopic findings, as in 
my Hergerson case, are so characteristic 
that they may be depended on, or the dis- 
ease being in its incipiency, there will be 
sufficient time to observe the effect of 
guinea-pig inoculations without danger to 
the patient from the delay. 

When the bladder is badly involved, 
it may not be possible to catheterize the 
ureter on the diseased side (C. Ekehorn). 
In such case the findings in the urine 
from the other side may be quite as im- 
portant to one having the possibility of 
an operation in mind, for the question 
of renal function in many cases will de- 
termine whether to do a nephrectomy or 
not. 

Cystoscopy and ureteral catheterization 
has done away with the attempt often made 
in the past, to diagnose the condition of 
a kidney by palpation through an abdom- 
inal incision, before removing its mate. 
To try to make a diagnosis by such means 
is absolutely futile, and operation based 
on information thus gained would probably 
be actionable in a court of justice today. 

It has been interesting to note in the 
many papers reviewed by me, that in 
making a diagnosis of renal tuberculosis, 
the accent has been placed on cystoscopy, 
and not ureteral catheterization. That is 
to say, in a large number of cases it is 
quite possible, with the cystoscope, to read 
from the ureteral mouth the condition 
of the kidney of that side. Mr. Harry 
Fenwick has made this clear. Tuberculin 
may, in the occasional case, be employed as a 
diagnostic measure, but always with the 
knowledge that the deep lymphatics as 
well as the lungs and kidneys may be the 
seat of infection. Wilhelm Karo of Berlin, 
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after pointing out by several illustrative 


cases the uncertainty of the opthalmo re- 
action, speaks of the value of Alt tubercu- 
lin, in that after its use, there will be 
pain in the diseased kidney. If pain is 
present in both kidneys, as a rule, an 
operation should be avoided. In my 
Case 2 pain was severe in right kidney but 
absent in the left. 

The symptoms—tenderness, pyuria and 
haematuria are common in presence of renal 
tumor or stone. In such cases the X-ray 
should be employed but only by the expert 
and even then one should not be disap- 
pointed if the roentgenologist is not dog- 
matic in his opinion. A patient recently 
passed a stone a few days after a negative 
X-ray report. Again, well marked shadows 
may be seen in a tubercular kidney due to a 
very dense tubercular deposit (Symonds) 
‘or to phosphatic deposit in a dirty pelvis. 
All this only emphasizes the necessity of 
employing all means at our disposal in the 
attempt to make an accurate diagnosis. 

A well marked tumor may be present, 
due to a tubercular kidney, but such a 
growth speaks rather against than for 
tuberculosis. Such tumor may prove to be 
an enlarged compensatory normal kidney. 

The question of diagnosis, although of 
intense interest, must not push into the 
back-ground entirely those matters of 
greater interest to the patient, namely, 
prognosis and treatment. 

Tuberculosis of the kidney is essentially 
a chronic disease but, as in tuberculosis 
of the lungs, there is a wide difference in 
the resisting power of individuals, or in 
the virulence of the infection, or both. 
Kroonfeld, 1908, reports 104 cases seen in 
20 years where the process was very benign, 
and mentions 3 cases of women who have 
had several children subsequent to a 
diagnosis of renal tuberculosis. 

Howard Kelly reports for the 18 years 
Prior to 1907, that of his 62 cases the 
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average duration of symptoms was 3% 
years and its mate was still healthy, and 
yet, in other cases, after one year of symp- 
toms, the other kidney and bladder had 
been involved. 

I am quite sure that our lesser experience 
quite corresponds with that of Dr. Kelly as 
regards the chronicity of this affection, 
nor do I find any expression in the litera- 
ture to the contrary. It seems to me that 
this observation has a very decided bearing 
upon, or relation to, the patient as physi- 
cian and surgeon. Dr. Kelly has seen 
no spontaneous or medical cure, but many 
failures, and I am not sure but he is right 
when he says that there are many cases 
of pseudo cures reported. Nevertheless, 
Dr. Kelly would not be so apt as some 
others, to see the results of cases satisfac- 
torily treated medically, but would see 
many of the failures, at least 62 of them in 
18 years. 

There seems no question, judging from 
reports as I find them, that nephrectomy 
is the treatment for unilateral renal tuber- 
culosis, but, first, let us consider the few 
cases mentioned in substantiation of the 
other. side of the question. There will 
ever be some patients who will not sub- 
mit to the knife, and for such is there any 
hope? Roosing says that expectant treat- 
ment is bad, because old tubercular scars 
on kidney are not found postmortem. Thisis 
a very strong confirmation of Dr. Kelly’s 
statement, but Birchner, in Muenchner, 
Med. Wochenschrift, reports two cases 
in which nephrectomy was indicated, 
advised and refused. Both cured by 
X-ray applied for 15 minutes every two 
weeks. He also speaks of relief given 
by X-ray treatment in tubercular cystitis. 
Pieliske, Berlin Klin. Wochenschrift reports 
a case satisfactorily treated by 25 injections 
of tuberculin, over period of four months. 
He was very careful to avoid febrile reac- 
tion. Karo of Berlin, in Medical Record, 
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1909, States that he is not an ultra radical 
in advising operation in all cases, and 
reports as_ follows: 


Case 1.—Girl, age 8; right renal infection, 
operation refused. Given 30 injections, begin- 
ning with .0025 mg. alt tuberculin, and in- 
creased dose to 10 mg. She gained 18 Ibs. 
in 5 months. 

Cast 2.—Nurse, age 23; tuberculosis right 
kidney; refused operation. Given 25 injections. 
Gained 25 lbs. and bladder symptoms disap- 
peared. Urine still slightly turbid and contains 
few T. B. 

Case 3.—Child, 20 months; eneuresis, pyuria, 
T. B. in urine. Gave 10 injections tuberculin 
in ten weeks. Gained 8 pounds; eneuresis cured. 
Last time examined did not find T. B. 

Case 4. Young girl. Bi-lateral tuberculosis; 
six injections given. Irritation less and gained 
8 pounds. 


Belfield says that Tuberculin in very 
small doses, 1-1ooo mg., has helped in 
some cases. 

V. Blum, 1909, Vienng Polyclinic, says: 
“The chances of spontaneous recovery 


are very slight; there is no justification 


for internal, medical, climatic, specific 
or physical therapy. They only waste 
time and reduce the probability of success 
from the only treatment—nephrectomy.”’ 

While there is some hope of improve- 
ment from the administration of tuberculin 
or the X-ray, reports of such beneficial 
treatment are so few that they only 
emphasize more strongly the good results 
following nephrectomy. 

Are the results of operation better now 
than they were ten or fifteen years ago? 
Undoubtedly yes, not because of better 
operative technique but because of greater 
dependance upon the cystoscope and tests 
of kidney function. Kelly says that of 
his 62 cases twenty were unilateral and 
all cured. Eighteen of his cases were com- 
plicated by tuberculosis in other parts of 
the body. He reports thirteen of these 
recovered after two years. 

He states that involvement of the blad- 
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der is not a contraindication to nephrec- 
tomy, nor is tuberculosis in other parts 
of the body. Pousson reports fifty opera. 
ted patients living after several years. 
Kummel thinks 80% of unilateral tuber- 
culosis are cured by operation. He does 
not advise operation in bi-lateral cases, 
M. L. Harris says: ‘“‘Do nephrectomy in 
unilateral cases whether the bladder be 
diseased or not.’’ He thinks there are 
occasionally mild cases in which general 
and specific treatment may be tentatively 
tried, but if symptoms increase would not 
delay. 

Kronlein reports 71 nephrectomies from 
1890 to 1908; of these 53 are living; 14 
died during first year. Some apparently 
hopeless cases were cured and tubercular 
foci in lungs, joints, genitals, etc., were 
benefited. Isreal lost nine in his first 
forty-seven cases and two in last fifty. 
This improvement is due to more careful 
study and selection of cases. The high 
operative mortality, 11% in 316 nephrec- 
tomies by Isreal, Nicolich, Zuckerkendell, 
Casper, Robin, etc., is largely due to non- 
determination of renal insufficiency. 

Watson and Cunningham, in 292 cases 
since testing renal capacity, report 54% 
cured, 36% improved and an operative 
mortality of 8.8.% They state that the 
only hope of saving any considerable number 
of cases is through nephrectomy. By it 
one may expect to cure 25% to 30%, 
whereas by all other means not more than 
4%. 

Paul Thorndyke would operate early 
but even then thinks there is a place for 
hygienic treatment in a certain proportion 
of: selected cases. 

I would now present for your examina- 
tion four pathological specimens with short 
histories of the patients from whom they 
were removed as bearing on this discussion: 


CasE 1.—Miss B., age 27. Referred by Dr. 
E. L. Shurly, Jan. 22, 1904. A history of urinary 
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trouble for two years. Had been treated for 
cystitis for many months. Urine acid. Much 
pus present. T.B.not found. Dr. Shurley has 
treated her for cough. Has lost flesh during past 
few months. Cystoscopic examination reveals 
slight ulceration around right ureter but other- 
wise a normal bladder. Urine through left 
ureteral catheter slightly bloody, probably 
traumatic. No urine came through right cathe- 
ter, which, on withdrawal, was found filled with 
pus cast four inches long. Physical examination 
reveals tumor in region of right kidney. Patient’s 
weight, 97 lbs. Decided upon an immediate 
nephrectomy which was done without difficulty, 


although around upper pole and pelvis there 


was a considerable mass of hard infiltrated fat. 
Patient made a rapid recovery, urine immedi- 
ately cleared. Weight increased to 118 lbs., and 
when I saw her a few months ago, she was well. 


Case 2.—Oct. Ist, 1910; Mrs. N. R., age 41. 
Housewife; several children. About six years 
ago complained of bladder symptoms, but 
bladder examination with cystoscope was nega- 
tive; after an operation on crevix she became 
well, so she says, until July, 1910; complains of 
pain on urination, also in right hip and down 
right thigh; up twice at nights to urinate and 
once in two hours during day. She is fleshy, 
weight 166 lIbs., and countenance ruddy; urine 
acid; spec. grav. 1.016, alb. trace. Cystoscope 
revealed congested areas in bladder and what 
seemed to be a growth near right ureter. Her 
healthy appearance made me hope for a while 
that she had only an infected cystitis but on 
June 3rd, I discovered t. b. and asked her phy- 
sician to give her tuberculin. Following this 
treatment, in which the dosage was evidently 
too strong, there was severe pain over right kidney 
but not over the left. The chill was very 
pronounced and the following fever high. Tuber- 
culin injections were given once a week for several 
weeks; the dosage being much decreased and, 
together with this, local bladder treatment. 
Although there were the usual ups and downs, 
there was practically no change in her condition 
except a gradual one for the worse. In May, 
1911, she urinated every hour at night and 
every two hours during the day. On May 
23d, at St. Mary’s Hospital, Dr. Edward L. 
Keyes, Jr., conducted a clinic and at my request 
examined this patient, also the two to be men- 
tioned later, all these were cystoscoped after an 
intra spinal injection of tropa cocain suprarenin 
The immediate result of the injection was very 
Satisfactory, but for two days both women 
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suffered intense headaches and this one after 
going to her home thirty miles away was much 
depressed for a time. 

Urine from the left kidney showed moderate 
number of red blood cells, a few leucocytes, an 
occasional granular cast together with a few 
bacteria. No tubercular bacilli were found. 
The urea content, 25 grammes per 1000 c. c. 
From right kidney the urine contained an oc- 
casional red cell, many pus cells, degenerated 
epithelium and tubercle bacilli. Urea content 
2 grammes per 1000 c. c. Renal function as 
tested by phenol sulphon phthalein, showed 
about 45% effectiveness. June 10th, 1911, I 
performed right-sided nephrectomy. Gas anes- 
thesia was administered by Dr. E. G. Martin, 
and the kidney removed without complication. 
Before dressings were applied patient was well 
awake showing no evidence of shock. Patient 
left the hospital on the 20th day with wound 
completely healed. Examination Sept. 18th, 
demonstrated a still thickened bladder, very 
sensitive to pressure. She has less pain than 
before operation but is far from well, and will 
receive injection tuberculin Alt. once a week. 


Case 3.—Mrs. F. P., age 39. Was first seen 
at request of Dr. Geo. C. Hafford, May 22, 1911. 
She has three children, the youngest 24 years 
old. Well until Oct., 1910, since which time 
there has been gradually increasing pain at end 
of urination. Must get up four or five times at 
night and urinate once in two hours during the 
day. Has passed attimesalittle blood. Weight 
125 lbs. as against 152 lbs. three years ago. 
Looks anaemic. Right kidney easily palpable. 
Urine acid. Spec. Grav, 1.016, albumin ++. 
As result of cystoscopic examination, May 23, 
1911. Left kidney urine contains many red 
blood cells, a few leucocytes; no casts; no t. b. 
Urea content grammes 18 per 1000 c. c. Right 
kidney, pus abundant. Many red blood cells. 
Tubercle bacilli present. 

Urea content, grammes 5 per 1000c.c. Phenol 
sulphon phthalein test showed functional activity 
low, 35% excreted or nearly the danger line. I 
removed the right kidney June 2. The operation 
was rather difficult, owing to a short pedicle. 
Patient had recovered from gas anesthesia 
before dressings were complete and placed in 
bed in good condition. She sat up on the the 
13th and left for home two weeks later, with the 
sinus not yet closed. A letter received from 
her doctor, Sept. 25, says that the sinus is closing 
very slowly, but she is gaining in weight, two 
pounds the last week; her appetite is good, as 
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is her general appearance, and she has lost the 
bladder irritability. 

Cast 4.— First saw Hugo H., age 26, April 
11, 1911, at the request of Dr. Orr of Flint. He 
is a machinist and has a good family history. 
Three years ago contracted syphilis but has no 
gonorrheal history. Three months ago and a 
few times thereafter passed blood. Complains 
of frequent and painful urination. Gets up 
five times at night. Appetite poor; has night 
sweats; lost ten pounds. Present weight 119. 
Temp. 100.5°; pulse 120. External genitals 
normal. Is pale as well as thin. Urine spec. 
grav. 1.020, acid, much pus and albumin present. 
Can feel a collar like thickening on vesicle side 
of prostate. Dr. T. B. Cooley found an almost 
pure culture of a staphylococcus aureus but 
no t. b. Nothing abnormal was detected in the 
lungs, but right kidney was sensitive to pressure. 
Dr. Cooley administered an auto vaccine without 
benefit. Examination by Dr. Keyes, May 23, 
revealed a bladder generally ulcerated and very 
dirty. Dr. Keyes succeeded in entering the 
left ureter. The urine from that side was quite 
normal. No. t. b. were found, but a moderate 
number of blood cells. 

Urea content, grammes 15 to 1000 c. c. As 
the patient was very sick with no hope of re- 
covery in the presence of a probably very bad 
right kidney, it was decided to riskanephrectomy; 
this I did, June 2, removing under gas the right 
kidney, 514 inches long by 2% inches wide. 
The ureter was much thickened but no attempt 
to remove more than a few inches was made. 
Patient returned to bed as well as when he went 
on the table. The wound rapidly healed and he 
went to his home in New York the early part of 
July. As to his condition at present, I have not 
heard. 


Jour.M.S.M.S, 


From my experience in these and a 
number of other cases operated and un- 
operated, as well as from deductions from 
a review of the literature on the subject, 
I would present for discussion the follow- 
ing conclusions: 

A. A much larger portion of renal tuber- 
cular infections are unilateral tuan was 
believed ten years ago. 

B. Bladder tuberculosis is secondary to 
renal tuberculosis. 

C. An early diagnosis is of the highest 
importance. 

1D. In a few very mild cases the X-ray 
or weak solutions of Alt Tuberculin in 
connection with the best hygienic condi- 
tions may, tentatively and with some 
hope, be employed. 

EK. Nephrectomy is almost a sure cure 
in unilateral tuberculosis. 

F. Nephrectomy is not necessarily con- 
traindicated even in presence of tubercular 
disease in bladder, the other kidney, or 
parts of the body. 

G. Spinal anesthesia, although bene- 
ficial in its immediate effect, may be 
followed by very unpleasant symptoms. 

H. Gas anesthesia, as administered 
by Dr. E.G. Martin, is entirely sufficient 
for this operation and I believe that at- 
tention to this one detail will lower the 
operative mortality in renal surgery. 





THE PUBLIC AND THE 


James Ewing, New York, states that the 
Academy of Medicine, since its foundation in 
1847, has had three aims: the unification of the 
regular profession, the elevation of its standard 
and the promotion of medical science. Yet 
the public do not understand the position of 
the profession and believe that it acts from 
self-interest. This is mainly because the lay 
mind is not able to grasp the intricacies of medical 
science. The public do not understand the 
necessity of high medical education if they are 
to trust their lives to the physician in times of 
serious disease. They do not assist the pro- 


MEDICAL PROFESSION 


fession by aiding in obtaining legislation needed 
to prevent disease. The doors of practice are 
opened to uneducated practitioners. The 
physical conditions which surround the interests 
of medical science in this country are unpropi- 
tious. It is impossible for a true scientist to 
earn a salary that will enable him to live in 
comfort. The union of hospitals, laboratories, 
and medical teaching has not yet been obtained. 


Although the profession has yet much to learn 


about the cure of disease, it has been able to 
do much in its prevention.—Medical Record, 
December 16, 1911. 
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SURGERY OF DISPLACEMENTS OF THE KIDNEYS AND COLON* 


H. W. LONGYEAR, M. D. 
Detroit, Mich. 


As the surgical procedure which I shall 
recommend for the treatment of floating 
kidney has for its basis a certain anatomic 
condition with which many may not be 
familiar, I will first briefly describe it. 

The nephrocolic ligament is the appella- 
tion given by the writer to a structure 
which unites the kidney to the bowel, 
the same being a continuation of the 
filamentous framework forming the fatty 
capsule of the kidney, which, after en- 
capsuiating the kidney—like the cordage 
of a balloon—the filaments pass down- 
ward and, becoming parallel with each 
other below the lower pole of the kidney, 
are inserted into the posterior aspect of 
the large intestine, between the peritoneal 
attachments of the gut. When the ag- 
gregation of filaments which comprise 
the nephrocolic ligament are bunched 


together and so retained by operative 


technique, the structure has sufficient 
tensile strength to support the kidney 
and, at the same time, to act as a very 
efficient substitute for the deficient he- 
patocolic ligament, the weakness or total 
absence of which starts the chain of 
pathology which includes the displace- 
ment of the colon, kidney, duodenum 
and stomach. 

The operation, which is termed neph- 
rocolopexy, has for its object the utiliza- 
tion of this tissue to retain the kidney 
in its normal position, and, at the same 
time, to raise and support the cecal end 
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of the large intestine. The latter object, 
the writer believes to be most necessary 
in cases of ptosis, as he believes the symp- 
tomatology resulting from the displaced 
colon, which is always an accompaniment 
of a nephroptosis, to be of even greater 
importance than that of the displaced 
kidney alone. 

As the first step toward nephroptosis is 
made by the relaxation of the hepatocolic 
ligament and the consequent increased 
mobility and dropping of the ascending 
colon and cecum, so must the first step 
toward a surgical cure be either the res- 
titution of this support or the creation 
of a substitute for it, which shall do its 
work in the prevention of the downward 
drag of the colon on kidney and duodenum. 
It seems, therefore, that the prime factor 
in the surgical therapeutics is fixation of 
the colon, and that fixation of the kidney 
is of secondary importance. 


THE OPERATION OF NEPHROCOLOPEXY 


PREPARATORY TREATMENT— In cases 
which are recovering from Dietl’s crisis 
or extreme chronic irritability, the patient 
should be put to bed and treated by 
suitable methods, the operation being 
made only after the complete subsidence 
of all acute manifestations and the entire 
disappearance of all inflammatory perire- 
nal exudate. Special care should be exer- 
cised in examination of the urine, as all 
evidence of acute nephritis, which fre- 
quently persists for some time after Dietl’s 
crisis, must be absent. The alimentary 
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tract should be completely emptied the 
day previous to operation, preferably by 
a saline cathartic. For this purpose the 
author usually uses Seidlitz powders, 
giving a double powder every two hours, 
beginning before breakfast, and continu- 
ing their use until five or six satisfactory 
stools have resulted. By commencing the 
use of the cathartic thus early in the day 
the evacuation is complete before night, 
giving the bowels time to become quies- 
cent before the time of operation the next 
morning, which is important. The diet 
during the day should be light—-soft. 

The field of operation is sterilized in the 
evening, and a pad wet with sublimate 
solution applied with a binder. The 
morning of the operation the patient re- 
ceives a simple enema, and immediately 
before going to the operating room a 
hypodermic of strychnia sulphate gr. 1-40. 

ANESTHETIC—Nitrous oxide gas, fol- 
fowed by sulphuric ether, unless other- 
wise indicated. Gastric lavage with nor- 
mal salt solution is used at the conclusion 
of the operation. 

Severe post-operative vomiting, which 
must always be a menace to the success 
of a recently fixed kidney, is practically 
a thing of the past in cases in which this 
routine is followed. 

In several operations during the 
last six months, the writer has found 
nitrous oxide alone still more satisfactory 
and the ideal anesthetic when administered 
by an expert. 

Before the adoption of the use of the 
kidney elevator, (devised by the writer) 
much time was usually consumed in plac- 
ing the patient in a satisfactory position, 
owing to the unstable condition of the 
body of the patient, caused by the use 
of the inflated rubber bag and other 
devices. 

The kidney elevator is composed of two 
parts: (1) a round-top dome of nickel- 


Jour. M.S. M.S. 


plated spun brass, having an open base 
and around opening cut in the top, and (2) 
an ordinary ice cap. To prepare the 
appliance for use, the rubber portion of 
the ice cap is pushed through the hole 
in the top of the dome from within, filled 
about half full of warm water, and the 
stopper screwed on. The flange onto 
which the stopper is screwed, being larger 
than the hole in the dome, holds the water 
cushion well in place on the top of the 
elevator. By the use of this simple de- 
vice, which may be used on any kind of a 
table, the patient may be placed in posi- 
tion without loss of time by raising the 
hips high, with the patient lying face 
downward, and sliding the elevator under, 
with the water cushion uppermost. As 
the weight of the patient is let down on 
the cushion, it being placed centrally 
under the abdomen, the abdominal contents 
are pushed upward and the kidney held in 
position. A pad or sand-bag placed against 
each thigh holds the patient in exactly 
the position desired, which is usually 
with the side to be operated on slightly 
the higher. 

Before making the incision, the reposi- 
tion of the kidney should be assured by 
examination, as a very loose kidney in 
a broad subject having a relaxed abdomi- 
nal wall may not be pushed into place by 
the elevator, and may need manual direc- 
tion into the fossa. 

The seat of operation, having been pre- 
viously sterilized, is simply washed with 
alcohol. The incision, about two and a 
half inches in length, is begun just over 
the lower margin of the twelfth rib, and 
at the outer margin of the quadratus 
lumborum muscle—which point is a little 
over two inches from the vertebral spine 
—and carried a little diagonally outward 
toward the iliac crest. Skin, fat, and 
superficial fascia are severed, when blunt 
dissection is used through the latismus 
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dorsi muscle to the transversalis fascia, 
which is grasped by two Kocher forceps 
and incised between; or the fascia may 
be entered also by blunt dissection by 
thrusting through the opening, the closed 
jaws of a pair of hemostatic forceps. 
The subperitoneal (not perirenal) fat 
appears. Retractors are inserted and the 
fat pushed downward with the finger, 
when Gerota’s capsule (perirenal fascia) 
is seen at the upper angle of the wound, 
near the twelfth rib, as a pinkish-colored 
membrane, somewhat resembling periton- 
eum. This is grasped with two fine- 
toothed tissue forceps and incised between 
when the perirenal fat appears. (If in- 
cision has been made through the trans- 
versalis fascia too far downward, and not 
near the twelfth rib, the peritoneum, and 
not Gerota’s capsule, will be opened at 
this stage of the operation.) The index 
finger is inserted through the opening in 
Gerota’s capsule, and the lower pole of the 
kidney located—and it is important that 
the lower end of the kidney be made out 
definitely, as the nephrocolic ligament, if 
grasped and fixed at the side of the kidney, 
is secured in but a small part and will 
have little supporting strength. With the 
end of the finger against the lower pole 
of the kidney, acting as a guide, the long 
Kocher forceps are thrust deep in beside 
the finger and about an inch below the 
kidney, opened wide, transversely to the 
axis of the kidney, and the tissue below 
the finger grasped by gently closing the 
forceps. Traction indicates to the finger 
the success or failure to locate the ligament. 
If properly held by the instrument, the 
kidney may be pulled up forcibly against 
the finger by it, and the fasciculi of the 
ligament may be felt to pass from the 
forceps to the kidney. Several attempts 
may be made, in some cases, before the 
ligament is satisfactorily secured, but 
it is usually found at once. Occasionally 
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the kidney lies low, or in such a position 
that the examining finger can not reach 
the lower pole, in which case two forceps 
may be used, and the kidney brought 
up by a “climbing”’ process, so that the 
ligament below the pole may be reached. 
When secured, the kidney is pulled up 
to the wound. This spreads out the fasci- 
culi of the ligament inafan-shaped manner, 
as the inner side of it is adherent to the 
peritoneum between the kidney and bowel. 
To gather together these separated faci- 
culi into one mass of parallel fibers is the 
next step, which is accomplished by 
means of the forceps-hook. While the 
assistant holds the ligament gently taut, 
with the long Kocher forceps, the closed 
hook is passed, with the finger as a guide, 
into Gerota’s capsule, anterior to the 
ligament and about an inch below the 
kidney, and pushed gently backward 
slightly beyond the lower pole of the kidney, 
the end being held upward, so that the 
hook lies parallel with the kidney. After 
it is placed in this manner, the end is 
turned toward the back of the patient, so 
as to cross the back of the ligament with 
the hook, and then drawn upward toward 
the wound. The finger, being removed 
at the same time from the anterior side of 
the ligament and placed on its posterior 
side—still within Gerota’s capsule—guides 
the end of the hook up out of the capsule 
and forces it through the tissue clinging 
to it. Examination is then made, and if 
a good mass of tissue has been secured, 
which pulls strongly on the kidney and 
holds it firmly up to the wound, the hook 
is - opened about an inch, which strips 
some of the ligament from the peritoneum 
and forms a loop through which the 
fascia and capsule are to be sutured. 
After opening the forceps once they are 
allowed to close, and are opened only when 
necessary in passing ligatures under and 
drawing the edges of the capsule through. 





118 


Some tough tissue is usually brought up 
on the tip of the hook, which is the part 
of Gerota’s capsule that passes down 
with the ligament to its insertion in the 
bowel, and should be included with the 
ligament, as it materially strengthens it. 

The next step is the suturing of the 
overlapped margins of Gerota’s capsule 
under the loop of ligament. For this pur- 
pose a mattress stitch of cat-gut is used 
on each side, the first being passed twice 
through the free margin of the capsule on 
the abdominal side, the long ends brought 
through the loop of ligament under the 
hook with the curved ligature carrier, 
passed under the capsule on the vertebral 
side, and with the handled needle the 
separate ends passed through the capsule 
and tied about half an inch from the 
margin. A similar ligature is then made 
fast to the margin of the capsule on the 


vertebral side, the ends threaded through ~ 


the eyes in the end of the hook, and the 
hook withdrawn, bringing the catgut 
through under the ligament with it, when 
it is passed through the outside of the 
capsule on the abdominal side, about 
half an inch fom the margin of the loop 
of ligament, and tied under the edge of the 
flap. The loop of ligament is still held 
by the long Kocher forceps, which are 
not removed till the suturing around the 
ligament is finished. 

The opening in Gerota’s capsule at each 
end of the projecting tissue of the ligament 
is closed with ligatures, after which a silver 
wire mattress suture is passed with a 
handled needle through the transversalis 
fascia from side to side, broadly, under 
the loop of ligament and fastened, thus 
bringing the margins of the fascia under 
and firmly against the tissue of the liga- 
ment. 

The wire is made fast by twisting the 
ends, and a small perforated silver shot 
run over the ends down to the shoulder 
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and crushed with strong forceps. The ends 
of the wire are cut flush with the shot, 
which leaves the suture in a condition free 
from any possibility of causing irritation 
to the tissues. No post-operative trouble 
is had with this buried suture made with 
the number 26 wire used, protected by 
the silver shot. Farther closure of the 
transversalis fascia is made with in- 
terrupted catgut sutures. 

The long Kocher forceps are removed 
from the ligament, which is now covered 
over by the closure of the muscle and super- 
ficial fascia by interrupted sutures, care 
being taken here—as, in fact, during the 
entire operation—to leave no dead spaces 
or bleeding points. 

The operation is finished by closure of 
the skin incision with a subcutaneous 
suture of cat-gut which is entirely buried. 
If the skin margins are not exactly coapted, 
they are brought together by narrow 
strips of aseptic adhesive plaster. The 
wound is dressed by dusting with aristol, 
covered with a small gauze pad, which is 
held and surrounded by adhesive plaster, 
and loosely with a large pad of cotton, 
reaching entirely across the width of the 
back, the latter being held by adhesive 
plaster and a loosely applied binder. 
The patient is then turned on the back, 
and a large abdominal pad applied. 

This pad should be thickest in the middle 
and of sufficient size to fill the abdominal 
space below the navel, and yet not extend 
beyond so as to cause pressure on ilium 
or pubis. It must be worn constantly 
during convalescence, and held securely at 
all times by the adhesive plaster, and a 
binder in addition. In cases of severe 
post-operative vomiting, this pad is a 
valuable safeguard against the threatened 
tearing away of the newly sutured tissues 
by the violent muscular activity incident 
to the emesis; it acts further as a con- 
stant support to bowel and kidney during 





FEBRUARY, 1912 


the healing process, thus removing much 
of the strain on the sutured parts. 

AFTER TREATMENT—The patient re- 
mains quietly in bedfor from seventeen to 
twenty days, this length of time being 
considered necessary to insure the firm 
union of the mixed tissues involved. The 
position for right nephrocolopexy may be 
dorsal or right lateral, but lying on the 
left side is strictly prohibited during con- 
valescence. In the bilateral operation the 
dorsal position only should be allowed. 

The diet is of a fluid character (not in- 
cluding milk) for three days, then light 
soft diet for seven days, and mixed diet 
afterwards. The bowels are moved by a 
low glycerine enema (glycerine 3j, water 
zv) on the third day, or beforeif tympanites 
be troublesome. A low enema of normal 
saline solution is used, to overflow, on the 
evening or each day thereafter when a 
satisfactory movement has not been had 
during the day. The administration of 
petrolatum oil (3ss), afternoon and bed- 
time, is begun on the fourth day and con- 
tinued until the bowels become regulated 
without the use of the enema, when it 
may be gradually discontinued, as indi- 
cated. It is sometimes necessary to con- 
tinue the use of the oil for some time 
after convalescence, or to use it from time 
to time as the colonic function demands. 

A mild saline laxative is often necessary 
on the second or third day to clear up the 
after-effects of the anesthetic, when Hus- 
band’s magnesia (3ij), well stirred in a 
glass of water, will be found useful and 
easy in its action. The glycerine enema 
is frequently needed to start the move- 
ment, and may be given if the bowels 
do not act within six or seven hours. 

The wound is dressed on the fourth 
or fifth day by removing dressings, wash- 
ing with alcohol, and reapplying the same 
as before, if the condition of the wound is 
good. On the tenth day the dressings 
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are all removed, except the large pad, 
which is allowed to remain several days 
longer as a protection to the wound from 
injury. 

The majority of these patients—either 
from the effects of the long continued 
toxemia to which they have been sub- 
jected, or from constitutional causes— 
exhibit a tendency to the formation of 
uric acid and oxalate of lime in the urine, 
and demand treatment accordingly during 
convalescence. For this purpose nothing 
has been found that equals in effective- 
ness the use of acid. nitro-mur. dilut. 
mv in half a glass of water every three 
hours. 

For several weeks after the operation 
some patients complain of discomfort in 
the region of the ascending colon, caused, 
no doubt, by the unusual strain on the 
nephrocolic ligament. This subsides in 
due time, and no harm ever eventuates 
from it. 

Getting up and about should be slow, 
and exercise taken gradually, but special 
care need be observed only against any 
accident or overdoing that would cause 
sudden or severe strain. 

The abdominal truss-band, (designed 
by the writer) is put on when the patient 
gets up, and is worn thereafter, when 
not in bed, until the accumulation of an 
intra-abdominal pad of fat makes its 
further use unnecessary. For a month 
after getting up the patient is directed 
to wear at night a large abdominal pad, 
applied with a binder. 

The patient should be under observa- 
tion for several months after operation, 
as the old bad habits of bowel, nerve, and 
muscle frequently persist to a certain 
extent, the symptoms not all disappearing 
at once. Improvement is often rapid, 
but in some cases the betterment comes 
gradually, and the patient must be told 
that this may be so, and that some period 
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of time must elapse before ultimate cure 
can be expected. 

The most marked, often immediate bet- 
terment is noted in the improvement of the 
action of the bowels and rapid increase 
of nutrition. The author believes these 
improved conditions to be due to the 
fixation of the cecal end of the large intes- 
tine; as, by it, the cecum is assisted in the 
performance of its normal function of 
absorption and assimilation. The ‘‘churn- 
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ing” action, so necessary to the proper 
absorption of the fluid nutriment passed 
into it from the ileum, is thus made effec- 
tive. The acute angulations of the bowel 
are also straightened out to a considerable 
degree, by the fixation, which favors the 
more normal evacuation of its contents. 

The operation is non-mutilative, causes 
no shock, and is followed by very little 
pain. 


DISCUSSION 


Paut M. Pitcuer, Brooklyn, N. Y.: The sub- 
ject of surgery of the kidney is so extensive that 
it will be impossible to discuss more than a few 
of the most important points. The paper read 
by Dr. Robbins is especially important. Tuber- 
culosis of the kidney is a disease which is more 
frequently overlooked, until it has reached an 
advanced stage, than almost any other affection 
of the urinary tract. Nearly all of the cases 
which come to us have been under treatment on 
an average for over a year, and then erroneously 
diagnosed as chronic cystitis. As long as there 
has been no hemorrhage, tuberculosis has not 
been suspected. This is one of the least im- 
portant chemical signs of tuberculosis of the 
bladder. I should say that in only twenty-five 
per cent of the cases has hematuria occurred 
early in the disease. Tuberculosis of the bladder 
is evidenced by a chronic, persistent, uncon- 
trollable pyuria with frequent painful urination. 
If you have a case of cystitis in a man or woman 
presenting no history of any previous infection; 
evidenced at first by frequency of urination and 
a moderate pyuria, later with increasing pain, 
and the ordinary treatment by bladder irriga- 
tions are not beneficial to the patient, the case 
is almost surely one of tuberculosis, not only 
of the bladder but of the kidney. In ninety-five 
per cent of our cases the disease has been primary 
in one kidney. 

We are all agreed that when we have an uni- 
lateral renal tuberculosis and the other kidney 
is in good condition, the indication is for immedi- 
ate removal of the affected kidney. If we have 
a bilateral renal tuberculosis without toxic 
absorption, we should hesitate to perform any 
operation, but rely on the use of tuberculin 
combined with X-ray and hygienic treatment. 
In this way patients may be carried along for 


fifteen or twenty years and lead a fairly com- 
fortable life. 


If we have a case of bilateral renal tuberculosis 
and the patient becomes septic, developing a 
high afternoon temperature, we have every 
reason to believe that an abscess has formed on 
one side. The indication in such a case is to 
operate on the affected kidney and either open 
and drain the abscess, or better still, to remove 
the kidney entirely. If there is a very moderate 
involvement of one kidney and a very advanced 
involvement of the other, an operation may be 
done with a fair hope of success. 


As to the paper by Dr. Longyear, I wish to 
say that his work is as well known in the East as 
it is here, and we are all indebted to him for his 
operation for fixation of the kidney and colon. 


I believe that it is a very important advanced 
step in the treatment of these cases. Some 
cases will be cured by a simple nephropexy 
and in others you will have to fix the colon as 
well. 


C. D. Brooks, Detroit: As to the general 
consideration of renal surgery by Dr. Hafford, I 
think we should always firsc consider a complete 
diagnosis before undertaking any renal surgery, 
except in an emergency case for large abscesses 
of the kidney, or where one would not te able 
to use the cystoscope or employ catheterization 
of the ureter and a cystoscope. We should always 
obtain urine from both kidneys by ureteral 
catheterization and an X-Rayexamination should 
be made. By so doing many mistakes will be 
avoided and I think the sooner a correct diagnosis 
is made the better. And these examinations are 
best made by those skilled in this work. The ques- 
tion of tuberculosis of the kidney, as Dr. Pilcher 
has remarked, is one that demands an early recog- 





FEBRUARY, Ig12 


nition inorder to effecta cure, and if left alone, 
will invariably cause death. Cases of cystitis 
which do not respond to treatment after two 
or three weeks should be called tuberculosis of the 
kidney or bladder, until proven they are not. 
And we must remember also that often we are 
not able to find the tubercle bacilli in one ex- 
amination, and often not until after a dozen 
examinations. I also believe we have many 
more cases of infection of the bladder from the 
kidney, than infection of the kidney from the 
bladder, and that the bladder tuberculosis will 
not be cured until the tubercular kidney is re- 
moved or is cured. 


Dr. Martin: The papers show a wonderful 
advance in renal surgery; and I was especially 
interested in the paper of Dr. Hafford in which 
he referred to some of the anatomical features 
of the kidney, the presence sometimes of double 
ureters. I simply want to qualify his statement 
and say that forty per cent of the cases of double 
ureters are, according to the post mortem 
statistics. The doctor stated that renal tuber- 
culosis is secondary to bladder tuberculosis. I 
cannot agree with the doctor in that respect. 
Renal tuberculosis is secondary only to pul- 
monary tuberculosis; bladder tuberculosis is 
always secondary to renal. In the majority 
of cases where we have a kidney tuberculosis 
there is always evidence of it at the ureter 
opening, and that can be determined by the 
cystoscope. The granulations are deposited 
around the ureteral openings. And another 
feature that is determined by the cystoscope is 
the inflammatory condition of the ureteral 
opening; quite different from the normal ureter. 
Now, in speaking of tuberculosis of the kidney, 
it is well to discriminate; by granular tuber- 
culosis we have tubercular conditions of the 
kidney which are quite distinguishable from 
acute conditions. The conditions that are 
most commonly observed in the clinic are 
miliary tuberculosis, wherein you get the ab- 
scess formation, and the hemorrhage, and so on. 

One gentleman referred to the catheterization 
as a means of making a diagnosis. I consider 
that absolutely out of the question, and danger- 
ous. Catheterization of a supposed diseased 
kidney is not a good means of arriving at a diag- 
nosis. It is dangerous to the patient. The 
best means that Dr. Robbins suggested when 
you have a kidney that is under suspicion is 
the injection of tuberculin, and if you get an 
‘enormous outflow of tubercle bacilli, why, 
your suspicions are confirmed, especially where 
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you have in addition marked pain over one 
or both kidneys. 

F. W. Rossins, Detroit, closing: I have but 
a few words to say in conclusion. First, I 
desire to express my regret that a discussion of 
this kind, of a paper of this sort, could not be 
before the medical instead of before the surgical 
section, because I certainly feel that the medical 
profession do not begin to appreciate what Dr. 
Pilcher so nicely said; that wherever we have 
a pyuria with no evident cause, the large pro- 
portion of those cases are tubercular, and if 
we can get hold of them in time, we will do as 
Dr. Kelley and others do, save forty or fifty 
per cent of our cases, whereas, now we only 
save at best from twenty to thirty per cent. 

Second, I want to commend to you the ex- 
perimentation along the line of injecting phenol 
sulphone phthalein to determine kidney func- 
tion, one of the new things being worked out, 
and sometimes proving very delightful in its 
results. 

Third, I want to say something in addition 
to what Dr. Longyear said in regard to the use 
of an anesthetic. In all my cases gas was given 


by Dr. Martin, nitrous-oxide gas with air, and 
in every one of those cases the patient went 


back to bed in just as comfortable condition as 
before the giving of it. They were awake and 
fully conscious of every thing, and I never had 
anything that appealed to me so strongly as 
a life-saver as this anesthetic, in severe cases, 
as given by Dr. Martin. 


H. W. Loncyear, Detroit: I want to repeat 
what Dr. Robbins said regarding the reading 
of papers treating on the subjects discussed in 
this symposium before the medical section in- 
stead of the surgical section, because it is the 
medical man that gets hold of these cases first, 
treating them frequently for a year or more, the 
patients often going the rounds of the medical 
men before reaching the surgeon. This is 
especially true of cases of nephroptosis. They 
hardly ever go to the surgeon until they have 
gone the rounds. The general practitioner 
treats them generally for intestinal toxemia, 
intestinal indigestion, the latter being the more 
common diagnostic expression. The patients 
take diastase, pancreatin, tonics and nerve 
sedatives, things of that kind and so it goes 
for a long time, chronic invalidism ensues, and 
at last they go to the surgeon. The result is 
that the colon, by its angulation, has become 
more or less obstructed and dilated and volu- 
minous, fills the abdomen much more than it 
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has any right to do, and has scant room to 
functionate. Even after any of these operations 
for replacement functionation will frequently 
be crippled for some time before the normal is 
attained. Some of them may be so obstructed 
as to require the removal of a section of the en- 
larged colon. The lifting up of the cecum 
under the usual conditions of nephroptosis 
does a great deal towards straightening out 
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these angulations, and results usually in estab- 
lishing the normal colonic function. This mat- 
ter of the dropping of the colon and kidney 
should be brought more and more to the general 
practitioner, and he be urged to early diagnose 
these cases. They do not always go into them 
thoroughly; if they did they would treat them 
for the cause of the difficulty, and not for the 
symptoms resulting from the ptosis. 





SURGICAL SUGGESTIONS 


American Journal of Surgery. 


A breaking-down sarcoma of the ilium may 
simulate a gluteal aneurism. 

Not infrequently subacute inflammations of 
the Fallopian tubes will be found to be of tuber- 
culous origin. 





A mild degree of shock causes an increase in 
leucocytes; severe shock paralyzes the leu- 
coblastic function. 


A pulsating tumor in the side may be an 
aneurism of the abdominal aorta, although 
palpation fails to disclose its connection with 
the aorta. 

Before performing esophagotomy for foreign 
body, make a final examination (radiographic 
or otherwise) to determine that the object has 
not slipped into the stomach. 





Persistent dyspareunia, with no other as- 
certainable cause, may often be found to lie 
in a chronic gonorrhea of Skene’s ducts. 





Some apparently inoperable carcinomata of 
the cervix will yield remarkably to repeated 
cauterization with the actual cautery and 
zinc chloride. 


Any menstrual irregularity or abnormality 


in a woman who has hitherto been perfectly . 


regular and normal in her menstrual periods, 
should always suggest the possibility .of an 
ectopic pregnancy. 


Injection into a fistula in ano of a staining 
solution or a colored paste makes it possible 
for the operator to assure himself that all branches 
of the tract have been explored. 





It is worth while inaugurating the treatment 
of ‘idiopathic’ pruritus ani by the adminis- 
tration of santonin or of enemata of quassia 
infusion—seat-worms may escape discovery on 
one or two examinations. 





When vomiting and right iliac pain or tender- 
ness are associated with a chill and a pyrexia 
of 105 degrees or 106 degrees, exclude pneumonia 
and malaria before operating for appendicitis. 
If the appendix is diseased, exclude mesenteric 
thrombosis before closing the wound. 





If skiagraphs show the shadow of a calculus 
at the neck of the bladder when the patient is 
exposed lying flat with the organ empty, and 
in the same position when the pelvis is elevated 
and the bladder full, the stone is in the prostate 
(or prostatic urethra) or in a diverticulum 
behind the prostate. 


—_— 


Both ether and chloroform anesthesia have 
a hemolytic effect, which is followed by a com- 
pensatory polycythemia. It is followed also 
by 30 per cent increase in the leucocytes, which 
begins during anesthesia and lasts for about 24 
hours. Leucocytosis is also induced by saline 
infusions and purgation. 
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LUES—PAST AND PRESENT* 


N. DeHAAS, M. D. 
Fremont, Mich. 


Lues has been known, described, and 
quite successfully treated tor many years. 
At times in the world’s history it has been 
epidemic and at all times it, or its serious 
results, have represented a large propor- 
tion of the disease with which we have 
to contend. 

The late Dr. Hyde claimed eighteen per 
cent of the world’s population to be luetic, 
and, in an address before the Wayne 
County Medical Society last April, Dr. 
L.M. Maus, U.S.A. Surgeon, claimed forty 
to fifty per cent of abortions due to this 
cause. At any rate we all recognize the 
fact that it is a very prevalent disease 
and one that is, as a rule, amenable to 
treatment. 

This being true, then why has this disease 
not been a popular one for discussion at 
such meetings as this we have tonight, 
instead of being shunned and ignored as 
it has been for years? Is it because of its 
immoral environment? Is it because we 
under-rate its seriousness? No, it is be- 
cause ‘‘the last word had been spoken.” 
We have had nothing new to offer from 


‘the year 1836, when Wallace recommended 


the addition of K.I., to the mercurial 
treatment, to the year 1905 when Schau- 
dinn and Hoffman discovered the true 
cause. 

To illustrate our position im the past 
with reference to this unfortunate class, 


let us take the case of the man who comes 


into your office or mine, with an initial 


*Read at the meeting of the Muskegon County Medi- 
cal Society, August 4, 1911. 


lesion either labial, digital or in its usual 
location; say that it is a very typical sore, 
single, and with a marked induration and 
proper history as to time of incubation, 
etc. 

We examine it carefully, look wise, of 
course, and then inconsistently say: ‘‘I 
don’t know, this may -be the forerunner 
of a very serious disease or it may be only 
a local affair, we will have to wait.’”’ In 
the meantime we either incise, cauterize, 
or dress with calomel, according to our 
particular methods, and wait until our 
patient is thoroughly saturated with the 
virus, as is evidenced by a skin eruption, 
sore throat, etc., then we begin to treat. 

Under the influence of Hg. either internal, 
injections or inunctions, our patient will 
usually clear up, all symptoms disappear 
and a return to normal appears to be the 
condition. 

Nowcomes the patient’s danger; three out 
of five will stop treatment; they feel per- 
fectly well and some will think ‘‘Doc needs 
the money”’ or, “‘I’ll take it up again after 
awhile,’”’ or, to be more generous, ‘He 
has cured me but don’t know it.’”’ They 
go on five, ten or fifteen years and develop 
some of the beyond hope sequelae, such 
as locomotor or paresis. The other two 
will continue treatment and ask you 
how long it will take to cure them. Now 
what have we had to offer, but—‘‘ You take 
treatment steadily for two years, interrupt- 
edly for another year, occasionally for 
another year or two and then—if any 
evidence appears, renew your treatment.’ 
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Thus, in all these years we have had no 
guide either chemical, clinical or biologi- 
cal on which we could give our patients 
anything but a problematical assurance. 

In the year 1903 Metschinkoff and Roux 
found it possible to inoculate certain 
species of the higher apes with the virus 
of lues, and this fact aroused the sleeping 
interest in this disease to renewed efforts 
and in the year 1905 Schaudinn, working 
to confirm Seigal’s claim of having dis- 
covered the cause of this disease, isolated 
the true cause, the Spirochaeta Pallida, 
which has since been confirmed by many 
observers and is now generally accepted. 

Following this in 1906 came the most 
important work of all; the perfecting of 
a serum test, known as the Wassermann 
reaction, a reaction that is reliable, in com- 
petent hands, in practically every case. A 
positive Wassermann, as at present under- 
stood, indicates an existent luetic condi- 
tion, more or less active and requiring 
treatment. That leprosy, yaws, and 
scarlet fever give, it is claimed, a positive 
Wassermann is of small consequence as 
the differential diagnosis in these conditions 
would be easy. One negative Wassermann 
following treatment is not sufficient, as 
a negative Wassermann may become 
positive, but a persistent negative cover- 
ing a period of one and a half years without 
medication, in the present light on this 
subject may be considered a cure. As 
experience increases with this test, the 
above time may be greatly lengthened or 
shortened, but at least we have something 
definite on which to base our treatment, for 
as long as the patient possesses a negative 
Wassermann, he can rest at ease. 

About eighteen months ago Dr. Paul 
Ehrlich completed a work upon which 
he had been engaged for some time, that of 
preparing a drug so powerful that one in- 
jection would completely destroy all in- 
vading organisms in the body, without 
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seriously affecting the host, and for a time 
his experiments seemed to prove his 
hopes realized, for rabbits that he found 
susceptible to lues, on being inoculated 
with the virus, and later injected with 
Salvarsan were found to be completely 
sterilized. This complete sterilization also 
occurred with mice inoculated with the 
spirilla of relapsing fever, also in chicken 
spirillosis, two other diseases caused by 
protozoan spirilla, proving this drug to 
be. a specific spirillocide. 

Dr. Ehrlich then, probably profiting by 
the experience of Robert Koch, did not 
place this drug on the market for general 
use, but distributed twenty thousand 
tubes gratuitously among five hundred 
selected clinicians of the Olt World, and 
some, later, in the United States, giving 
explicit instructions as to method, class 
of cases and contra-indications, with re- 
quest for complete report whether favorable 
or otherwise. Then after several thousand 
cases had been treated under these re- 
strictions, he placed the drug on the open 
market. 

I will not bore you with an attempt to 
describe their results in detail, nor the 
different methods used for different con- 
ditions, for our journals have been filled 
with reports of these cases for some time 
and with which you are all familiar. 

There has been the report from the 
enthusiastic follower of every new fad, 
who expects to see lues wiped from the 
face of the earth inside of the next five 
years, that of the more conservative 
observer who does not see quite so much 
sunshine; and last, but not least, that of 
the knocker who considers it his duty to 
reject everything that is new. 

“As to Dr. Ehrlich’s dream of Therapeia 
Sterilisans Magna, it is possible that in 
some of the early cases by removal of the 
initial lesion and the use of the com- 
bined method it may be realized, but the 
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present position of Dr. Ehrlich” as 
well as that of many clinicians using 
this drug extensively, is that, in the more 
advanced cases, it will become necessary 
to follow one of many different courses; 
viz, 

1st. The triple intravenous injection, 
method of Weintrand. 

2d. The triple injection plus 
method of Neisser. 

3d. The combination 
Iversen. 

4th. The injection every forty days as 
long as the Wassermann persists. 

Just which one of the above methods 
will eventually find favor with the ma- 
jority, only time will tell, but that it will 
be necessary to resort to more than one 
treatment in this class of cases is now 
freely admitted by all. 

Dr. Ehrlich’s aim to produce complete 
sterilization at one stroke was considered 
necessary, owing to his experience with 
Arsacetin, Arsenophenylglysin and Sal- 
varsan in sleeping sickness and relapsing 
fever, that when given in doses insufficient 
to produce complete sterilization, it would 
produce instead, a strain of organisms 
resistant to subsequent injections, that 
this would be the result in lues was a 
natural conclusion, but recent experiments 
made by Margulies in Ehrlichs’ institute 
have proven that Salvarsan does not 
produce resistant spirilla in lues, and this 
observation has been confirmed by recent 
clinical experience. This will probably 
lead to important changes in the future 
method of Salvarsan administration. It 
is claimed by some that this is due to the 
fact that the Spirochaeta Pallida are 
not blood propagating organisms as is 
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the case in sleeping sickness and relapsing 
fever. 

It has been my good fortune to have 
under observation a few of the early 
cases treated in this country as well as a 
very large number recently, through the 
courtesy of Dr. B. C. Corbus, of Chicago, 
in all stages, from that of the old cases 
that were simply Wassermann positive to 
those in the active secondaries, some whose 
reaction to the remedy was alarming, to 
those who suffered not the slightest in- 
convenience from either intravenous or 
intra-muscular methods. To say that the 
result in some of these cases is wonderful 
is placing it far too mildly, others did 
not react so well, and though there are 
cases reported without any improvement 
and some deaths, I have not, as yet, seen 
a case that did not show some improve- 
ment. ‘ 

My own cases are too recent to make 
any report upon; none having any lesions 
perceptable to the naked eye, I will simply 
have to await the result of the Wassermann, 
or their subsequent clinical history. 

In conclusion then, we may say modern 
research has given us the following aids: 

1st. An early, easy, and positive diag- 
nosis in the discovery of the Pale 
Spirochete. 

2d. A serum test that is a reliable guide 
to the treatment. 

3rd. In Ehrlich’s Arseno-Benzol, to say 
the least, a very valuable aid to the treat- 
ment. 

And now with the Wassermann test at 
our command, if nothing more, I believe 
we may hope, in the near future, to see 
a revision of that old saw, ‘‘Once luetic 
always so.”’ 








THE NEXT ANNUAL MEETING OF THE MICHIGAN STATE MEDICAL SOCIETY 
WILL BE HELD AT MUSKEGON, JUNE 109-20, 1912 
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EDITORIAL COLLABORATORS 


URING the past year a change has been 
inaugurated inthe JouRNAL. The de- 
partment of Progress of Medical Science 
has been allowed to lapse, and the members 
in charge have been classed as Editorial 
Collaborators, preparing occasional scien- 
tific editorials instead of abstracts as in 
the past. 

The Council has endorsed this plan and 
each Councilor will, in future, nominate 
one man from his district to serve for one 
year.* The object of this arrangement 
is to get more men interested in the work 
of the JourRNAL, and to secure contribu- 
tions to the Editorial pages from every 
District of the State. 


*See minutes of Council meeting, page 130. 
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REVISION OF MATERIA MEDICA 
COURSES 


HE Councilon Pharmacy and Chemistry 
in response to a number of requests, has 
undertaken the compilation of a list of 
the admittedly more important drugs 
which might serve as a basis for instruc- 
tion in medical schools and in the prepa- 
ration of examination questions for 
license to practice. 

A committee of the Council has con- 
sulted the teachers of materia medica and 
the examining boards of the United States, 
has referred to the leading pharmacopoeias 
and, in other ways, has collected evidence 
on which a tentative list of the more im- 
portant medicaments has been prepared. 
Now physicians in general are requested 
(J. A. M. A. Dec. 9, 1911, p. 1930) to 
indicate the drugs which they consider 
most important. The list, when finally 
revised, is to be submitted to teachers 
of materia medica and to medical exam- 
ining boards so that instruction and ex- 
amination in this branch may be based on 
the drugs in this list. From The Journal 
A. M. A., we also learn that it is the 
object of the Council ultimately to publish 
a critical treatise on a limited list of drugs 
—a book which teachers as well as examin- 
ers may use. 

Physicians in general will agree that 
courses in materia medica as above out- 
lined will possess decided advantages 
over those which have been in vogue in 
the past. A critical work on drugs, in 
place of the mass of uncritical material 
presented by the dispensatories, will be 
welcomed by all practitioners.—w. A. P. 





ETHICS 
II. AUGEAN STABLES AND ADVERTISING 


ITH the thousands of pharmaceutical 
preparations we have; with the liter- 

ally hundreds of manufacturing houses, 
large and small; with the untold opportuni- 
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ties of fraud and deception, is it any wonder 
that many preparations are not entirely 
ethical? Thetask of sorting out and 
eliminating those not suitable for intelli- 
gent use is more than the ordinary man 
is equal to. This was recognized by the 
Jour. A. M. A., editorially, April 21, 
1goc, also by the Michigan State Medical 
Society. (see Jour. M.S.M.S., July, 1904) 
The idea of a central clearing house—later 
the Council on Pharmacy and Chemistry 
—was finally evolved. 

The task was great—the interests op- 
posed were powerful. It was soon evident 
that to accomplish anything, some stand- 
ard must be adopted, and those prepara- 
tions not complying with that standard 
rejected. Possibly some preparations de- 
serving of our support will thus be re- 
jected, but is it not better to reject a few 
good things than toaccepta host of frauds? 
Is it not more honest, more ethical, for 
physicians to decline to use an occasional 
useful pharmaceutical that they may 
be assured of not being deceived in many 
which they have no personal way of know- 
ing are not frauds? Is it not better 
for a medical journal to reject the ad- 
vertising of some excellent preparations 
rather than,in avoiding such a coincidence, 
to accept many which later prove fraudu- 
lent? Is it not better to err on the safe 
side? 

By the action of the Council* at its 
January meeting the JouRNAL has cleaned 
house. We were carrying some adver- 
tising not approved by the Council on 
Pharmacy and Chemistry, and some dis- 
approved. There were old contracts which 
noone seemed willing to assume the respon- 
sibility of canceling without authority. 

We have for a number of months de- 
clined any advertising not strictly con- 
forming to the standard of the Council— 
tefusing about $700.00 worth within four 








*See page 131. 
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months. We have also, during the past 
summer, cancelled two contracts not con- 
forming, which were worth $150.00 per 
year. Since the action of the Council, 
Jan. 11, we have cancelled $350.00 worth 
of contracts. 

It is an expensive matter to clean 
“Augean Stables,’ but how great the 
satisfaction! We do not need to apolo- 
gize now for any single advertisement ap- 
pearing in our JouRNAL—to the best 
knowledge of the Publication Committee 
and the Editor, all are clean. 

It takes no particular courage for the 
man protected on all sides to call‘‘thief,”’ 
but how about the man who is vulner- 
able every way he turns? We have 
constantly refused to be limited in our 
pages, editorially or other, by the fact 
that our advertising pages were not all 
that we could wish. (See editorial, August, 
tg11, Jour. M.S. M.S., page 389). 

Speaking of advertising declined and 
canceled because of its ethical standard 
brings up another point about advertising, 
which is equally important. The JouRNAL 
of the Michigan State Medical Society 
belongs wholly to the society, and through 
the society to each individual member. 
The Council, the Publication Committee 
and the Editor have no more interest in the 
JouRNAL or its welfare than should each 
individual member, except that the re- 
sponsibility of handling and managing 
it has been delegated to those particular 
members. Each member owns just as 
much of the JouRNAL as any other. 

Each member could materially aid the 
few to whom the work is delegated, to 
make the JOURNAL a success financially, 
scientifically and ethically. 

There are 2182 members of our society. 
All these members are physicians practic- 
ing medicine. All of them have to buy 
medical and surgical supplies—some a 
small amount and some a great amount. 
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If each member would buy a portion of 
his supplies each year from some adver- 
tiser in our JOURNAL and let that adver- 
tiser know the reason why, the financial 
success of the JouRNAL would be secure. 
If one-fifth of our members would make 
an earnest effort to convince those with 
whom they deal that it would pay to 
advertise with us, the advertising pages 
of the JourNAL would double and treble. 

This question of advertising is one of 
reciprocity—one of ethics, if you will. 
Drug and surgical supply houses live and 
make their profit off of the practicing 
physicians—off of us. They all spend a 
portion of each year’s income in publicity 
—in advertising. This fact will, we be- 
lieve, be granted by all. Then why should 
they not put a small part of their publicity 
fund where it will benefit the very men from 
whom they make their profits? It is 
equally important and ethical for our 
members to give a part at least of their 
patronage to our advertisers. 

To return to our stables—they are 
clean now. We shall endeavor to keep 
them clean, but ask aid of each and every 
member. If you should see something 
in our advertising pages which you know 
should not be there let us know. If you 
are dealing with firms which should 
advertise with us, let them know. 





IN MEMORIAM 





Dr. Johann Flintermann, an honorary 
member of the Michigan State Medical 
Society and for over forty years a practi- 
tioner of Detroit, died at Harper Hospital, 
January 15, of acute intestinal obstruction. 
Dr. -Flintermann was born in Amsterdam 
in 1840, was educated at the Gymnasium 
of Lingen, and University of Goettingen 
from which he graduated in Medicine in 
1864. He spent two years in post-gradu- 
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ate work in the University of Ber- 
lin, married Miss Dorette Schaeffer 
of Goettingen in 1867, and came to De. 
troit. He has been prominent in his 
profession, having been a member formerly 
of the Board of Health, one time President 
of the Detroit Medical and Library Asso- 
ciation, a member of the Detroit Academy 


of Medicine, president at the time of his 


death of the Detroit Society of Neurology 
and Psychiatry, and a member of the 
Wayne County Medical Society. Heleaves 
a wife and five children. 


Frank W. Graham, M. D. St. Louis 
College of Physicians and Surgeons, 1883, 
Director of the White Cloud Hospital and 
Sanatorium, Ludington, Michigan, for 
years; Mayor of Ludington, died suddenly 
in a store in Ludington, November 6, from 
Cerebral Hemorrhage, aged 55. 


William A. Burdick, M. D., Cincinnati 
College of Medicine and Surgery, 1885, 
formerly a member of the Kalamazoo 
Academy of Mediine and Michigan State 
Medical Societies, died at his home in 
Galesburg, November 15, from Chronic 
Nephritis, aged 78. 


Dr. G. H. Fuerbringer, a member of 
the Saginaw County and Michigan State 
Medical Societies, died at his home in 
Saginaw, November 11, of pneumonia. 
Dr. Fuerbringer was born in Franken- 
muth, in 1854. 


Edward R. Close, (years of practice, 
1900) formerly a member of the Antrim 
County and Michigan State Medical So- 
cieties, died at his home in Bellaire, July 
8, from Chronic Nephritis, aged 77. 


Dr. Chas. M. Steele, formerly of Battle 
Creek and a member of the Michigan 
State Medical Society, died in Reno, 
Nev., January 6, following an operation. 





MINUTES OF MEETING OF COUNCIL, MICHIGAN STATE MEDICAL SOCIETY 


January 11, 1912. 

The annual meeting of the Council of the 
Michigan State Medical Society was called to 
order by Chairman Dodge at 10:30 a. m., Thurs- 
day, January 11, 1912, in the Industrial Associa- 
tion rooms, Battle Creek, Mich. 

Present: Chairman Dodge, Councilors Bid- 
dle, Bulson, Rockwell, Haughey, Hume, South- 
worth, DuBois, Seeley, McMullen, Baker, Witter, 
President D. E. Welsh, Secretary-Editor Wilfrid 
Haughey, and Treasurer G. F. Inch. 

The minutes of the previous meeting were 
read and approved. 

The secretary read the following report from 
the special committee appointed to draft reso- 
lutions of appreciation to Dr. C. B. Burr, also 
the following letter which the secretary was 
instructed to write to Dr. R. H. Spencer,and the 
replies from Drs. Burr and Spencer acknowledg- 
ing their receipt: 

“The committee of the Council, appointed to 
draft resolutions. expressing the appreciation 
of the Council to Dr. C. B. Burr for his manifold 
services to the Council and the Michigan State 
Medical Society, respectfully offers the following: 

“WHEREAS, with the expiration of his term 
of office as president of the Michigan State 
Medical Society the official relation of Dr. 
C. B. Burr with the Council has terminated; be it 

“RESOLVED, that the sincerest appreciation 
of the Council be and is hereby expressed to Dr. 
C. B. Burr, for his long continued and faithful 
services in the interest of the Michigan State 
Medical Society, both as a member of the Council, 
its presiding officer, and as president of the society; 

“RESOLVED, that the Council with gratitude 
record his devotedness to the welfare of the 
society, his unfailing courtesy in his delibera- 
tions as its presiding officer, his thoughtfulness 
of and sympathy with the views of others; 

“RESOLVED, that the Council extend its 
best wishes for his future health, happiness 
and success, and its earnest prayer that the 
society may enjoy for many years to come his 
wise counsel, the fruit of his ripened judgment; 

“RESOLVED, that these resolutions be spread 
upon the minutes of the Council, that a copy 
be recorded in the Journat of the Michigan 
State Medical Society and that a copy be fur- 
nished Dr. Burr.”’ A. H. RocKwELL, 

A. M. Hume, 
A. P. BIppLe. 


Battle Creek, Mich., Oct. 7, 1911. 


Dr. Ratpo H. SPENCER, 
Grand Rapids, Mich. 


Dear Doctor: 


At the last session of the Council held in 
Detroit, during the recent meeting of the Mich- 
igan State Medical Society, the following resolu- 
tion was offered by Councilor A. P. Biddle, 
seconded by Councilor A. H. Rockwell, and 
carried unanimously: 


RESOLVED, that the secretary be instructed 
to extend to our retiring Councilor, Dr. Spencer, 
our appreciation of what he has done for us and 
for the state society during the last six years, 
while he was a member of the Council, and our 
regret that he has found it necessary to leave 
the Council, and at the same time our good 
will for his success in the future. 


Whereupon the Chair instructed the secretary 
to carry out the provisions of this resolution. 
A pleasant duty. Would that I were better 
fitted to discharge it. 


First of all, dear Doctor, we want you to 
believe that the resolution quoted above comes 
from the hearts of the individual Councilors. 
The six years of your service with us have 
been fruitful years for the Michigan State 
Medical Society and its Council. Many trying 
situations have been met and conquered. Much 
of anxiety has come into our deliberations 
where your cool and well-thought-out opinions 
have done their share to lift the veil and show 
the proper course beyond. Serenity and quiet, 
too, have dwelt with us, then you in common 
with the others have relaxed; but never has 
levity and frivolity been introduced into your 
councilor work. 


We shall miss you, Doctor. Although the 
chair so long occupied by you is now filled by 
one in whom we have perfect confidence and 
implicit trust, still your personality, with 
which we have become so familiar, is removed 
and while we shall feel the loss in Council de- 
liberations we look forward with pleasure to 
many happy reunions at our annual state 
society gatherings. Anticipation, like hope, 
springs eternal in the human breast. 

We are therefore minded of the old German 
couplet: 
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‘*‘Wenn Menschen auseinander gehen, 
Dann sagen sie auf Wiedersehen, 
Auf Wiedersehen.”’ 
W. H. HavuGuey, 
Secretary of Council, 
Michigan State Medical Society. 

Moved by Councilor Biddle that the resolu- 
tions to Dr. Burr be adopted. Supported and 
carried. 

The secretary-editor read a telegram received 
from Councilor Ennis stating that he would be 
unable to attend the meeting as no trains were 
crossing the straits. 

The secretary reported that Councilor Kay 
came to Battle Creek on Wednesday under the 
impression that that was the day of the meeting, 
and that he would be unable to come again today. 

The report of the secretary-editor was read 
by Dr. Wilfrid Haughey. 

So much of the report as related to finance 
was referred to the finance committee. 

So much as related to county societies was 
referred to the committee on county societies. 

So much as related to publication and ad- 
vertising was referred to the publication com- 
mittee. 

The report of the treasurer was read by Dr. 
Geo. F. Inch. 

Report was referred to the committee on 
finance. 

The report of chairman of Medico-Legal com- 
mittee, Dr. F. B. Tibbals, Detroit, was read by 
the secretary-editor. 

Report was referred to the finance committee. 

A recess was declared for lunch and to allow 
the committees to formulate their reports. 

After recess the Council was called to order by 
Chairman Dodge. 

The committee on finance, Councilor McMullen, 
Chairman, made the following report: 

The finance committee beg to report that 
they have examined the books of the secretary 
and treasurer and find everything correct. 

We would like to hear something from the 
doctors from Kalamazoo, regarding the status 
of the bonds at the present time. Sometime 
ago these bonds were ordered to be sold at par 
but it seems that they have not been disposed 
of because of lack of time. 

We find that there is on hand at the present 
time a balance of about Twenty-seven Hundred 
Dollars and the committee feel that Fifteen 
Hundred Dollars might be invested in another 
bond and we do so recommend. 

Councilor Rockwell reported that he had a 
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consultation with the cashier of the bank 
handling these bonds, that he considered the 
bonds gilt edge, the company was in a flourish- 
ing condition and had already retired about 
$10,000 of the $40,000 issue; he thought that 
with a little more time they would be able to 
find a buyer for them at par. It had been 
suggested that they be sold through a broker 
but in that way it would be necessary to sell 
them at a sacrifice. 

Moved by Councilor DuBois that the treas- 
urer be instructed to dispose of these bonds 
within three months time, the loss on the tran- 
saction not to exceed One Hundred Dollars. 
Vice-Chairman Bulson was called to the Chair. 


Councilor Baker supported the motion and 
suggested that the secretary of the company 
be consulted as better terms might be made 
with the company itself than with some broker. 

The motion was carried. 

Chairman Dodge returned and resumed the 
Chair. 

After discussion Councilor Rockwell moved 
to reconsider the motion ordering the treasurer 
to dispose of the bonds. 

Carried. 

Moved by Councilor Rockwell that the treas- 
urer be instructed to sell the bonds at par and 
invest the proceeds in savings account until 
further instructions from the Council. Sup- 
ported by Councilor Bulson. 

A standing vote was taken which resulted as 
follows: 

Yes, 6. 

No, 2. 

The motion was declared carried. 

Moved by Councilor Biddle that $1,500 
surplus be invested in bonds to be approved by 
the treasurer, chairman of the Council and 
finance committee of the Council. 

Supported by Councilor Rockwell and carried. 

The publication committee, Councilor Biddle, 
chairman, reported as follows: 

The members of your committee approve of 
the recommendation of the secretary-editor that 
the department on Progress of Medical Science in 
the JourNAL be discontinued. 

We believe it would be for the best interests 
of the society that as many members as possible 
throughout the state contribute to the editorial 
columns of the JouRNAL, and therefore, recom- 
mend that the editor select as collaborators, 
a member from each Councilor District on the 
recommendation of the Councilor of the Dis- 
trict, to serve for a term of one year. 
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We are strongly of the opinion that it is 
essential that the society conform strictly to 
the rules of the Council on Pharmacy and Chem- 
istry of the A. M. A., regarding advertising 
appearing in the JourRNAL. As, however, there 
are some matters which the association does not 
pass upon, we recommend that all questionable 
local advertising be referred to the county 
medical society to pass upon. 

We believe that the printing of the discussion 
of papers has caused more misunderstanding 
than anything else connected with the JouRNAL 
and therefore recommend that the printing of 
~ discussions be abolished. 

We feel that on account of the number of 
_additions that have recently been made to the 
Constitution and By-Laws, a new edition should 
be printed, be published in the JourNaL and 
five hundred copies held for distribution among 
the members. 

We do not approve of publishing a complete 
list of the members of the society, but recom- 
mend that only the names of those in arrears 
be printed, as directed by the House of Delegates. 

We do not approve of accepting advertising 
contracts with a medical book publishing com- 
pany to be paid in books. 

We believe that in spite of the cost, the mem- 
bers contributing to the JouRNAL desire the 
one hundred reprints free, and recommend that 

the plan be continued. 

In regard to associating ourselves with other 
state societies in forming an advertising bureau, 
we recommend that the secretary-editor be 
authorized to enter into such an arrangement, 
providing the cost thereof shall not exceed two 
hundred dollars a year, unless the contracts shall 
bring in a greater amount. 

In regard to whether we shall have the Jour- 
NAL printed in the city of the editor or by the 
Journal of the A. M.A. we authorize the secretary- 
editor to correspond more widely with the 
publishing houses in his city and also with the 
A. M. A., and to give the contract to that one 
which, in his judgment, everything being con- 
sidered, is the best for the society. 

All of which is respectfully submitted. 

ANDREW P. BippLe, Chairman. 
A. M. Hume, 
W. J. DuBors. 

Moved by Councilor Southworth that the 
report be accepted and the recommendations 
adopted. 

Carried. 

The committee on county societies, Councilor 
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Haughey, Chairman, submitted the following 
report: 

Your committee on county societies expresses 
gratification that in 1911 we had the largest 
membership that we have had in any year, 
as reported by the state secretary. 

The committee endorses the action of the 
state secretary with reference to the members 
in Barry county that are not receiving their 
JOURNALS, and we recommend that the Councilor 
of that district do all he can to convince the 
members of that society of the positiveness of 
the defense feature as an integral part of the 
work of the state society and that all members 
of the state society must and do carry this 
feature. 

We also recommend that the state secretary 
be authorized to meet the Barry county society 
and that the Councilor of that District join 
him at that meeting, and any other adjoining 
Councilor be invited, if needed, in an effort 
to make clearer the matter which seems to 
be misunderstood. 

Your committee recommends that the Council 
recommend to the House of Delegates that 
members be only carried thirty days from 
January 1st, at which time all dues to the state 
society must be paid or members dropped from 
the rolls. 

Your committee recommends that the Council 
pass a resolution requiring county secretaries 
to use the blanks furnished by the state secre- 
tary in making their reports to him. 

Your committee recommends that the matter 
of lectures by the A. M. A. Council of Public 
Health and Hygiene be carefully considered 
by the Council. 

Your committee recommends that the Council 
consider the matter of redistricting the state. 


After discussion the committee on county 
societies withdrew the recommendation re- 
garding the thirty-day limit for payment of 
dues. 


Moved by Councilor Biddle that the report 
be accepted and the recommendations adopted. 
Carried. 

Moved by Councilor Baker that we recommend 
to the House of Delegates that with the consent 
of the two Councilors concerned, a county may 
be transferred from one district to another, in 
order to facilitate attendance at county meetings, 
providing a majority of the members of the 
county society make the request. 

Supported by Councilor Rockwell. Carried. 

Councilor Witter presented a communication 
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from the Alpena County Medical Society asking 
that the Journav be furnished to Dr. Arthur 
Wilkinson free of charge. 
Moved by Councilor Southworth that the 
secretary be instructed to place Dr. Wilkinson’s 
name on the mailing list and send the JouRNAL 
tohim. Supported by Councilor Hume. Carried. 
Councilor Witter read the following resolu- 
tion which he had been requested by the Emmet 
County Medical Society to present to the Council: 
‘‘Resolved, That insasmuch as those in author- 
ity did not consult the wishes of the Emmet 
County Medical Society delegate to the annual 
meeting before making us into a new district 
and appointing a Councilor, the Emmet County 
Medical Society does not acquiesce in the find- 
ing and are not bound by their arbitrary 
methods. 
G. W. Nimart, Secretary. 
Emmet County Medical Society.’’ 


Moved by Councilor Hume that the resolution 
from Emmet County Medical Society be laid 
upon the table. 

Supported by Councilor Seeley and carried. 

Moved by Councilor DuBois that the secretary 
of the state society be placed under One Thousand 
Dollars bond. 

Supported by Councilor Haughey and carried. 

Moved by Councilor Baker that the secretary- 
editor be requested to publish in the JouRNAL 
between now and June such portions of the 
report of the Medico-Legal committee as seems 
advisable, for the information of members. 
Carried. 

Chairman Dodge suggested that the reports 
of all committees be published in the JouRNAL 
before June meeting, if possible. 

Moved by Councilor DuBois that we proceed 
by informal ballot to the election of secretary- 
editor. 

Moved by Councilor Hume that the election 
of secretary-editor be passed over. 

Councilor Haughey supported the motion 
of Councilor Hume. 

Councilor Rockwell supported the motion 
of Councilor DuBois. 

Chair ruled that the motion of Councilor 
Hume was in order and upon being put to vote 
it was lost. 

The motion of Councilor DuBois was carried. 

Chair appointed Councilors Biddle and Hume 
to act as tellers. 

After ballots were cast the tellers reported as 
follows: 

Whole number of votes cast, 12. 
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For Dr. Wilfrid Haughey, 7. 

For Dr. F. C. Warnshuis, 5. 

Moved by Councilor Hume that the vote be 
made formal. 

Supported by Councilor DuBois and carried. 

Chair declared Dr. Wilfrid Haughey elected 
secretary-editor for the ensuing year. 

Council now proceeded to elect a treasurer 
by ballot. 

Councilor Rockwell stated that he had been 
requested to announce that Dr. Inch would not 
be a candidate for re-election. 

The names of Drs. N. H. Williams, Jackson, - 
and R. E. Balch, Kalamazoo, were suggested 
as possible candidates. 

Councilor Bulson stated that he did not 
believe Dr. Williams would care to accept. 

After the ballots were cast the tellers an- 
nounced the result as follows: 

Whole number of votes cast, 12. 

For Dr. R. E. Balch, 12. 

Chair declared Dr. Balch elected treasurer 
for the ensuing year. 

Moved by Councilor DuBois that the next 
January meeting of the Council be held in 
Detroit. Carried. 

Moved by Councilor Biddle that Dr. F. B. 
Tibbals be re-elected chairman of the Medico- 
Legal committee for the ensuing year. Sup- 
ported by several and carried. 

Moved by Councilor Biddle that Dr. Flinter- 
mann be reelected member of the Medico-Legal 
committee. Carried. 

The secretary cast the ballot of all present 
for Drs. Tibbals and Flintermann and they were 
declared elected. 

Moved by Councilor Biddle that the salary 
of the chairman of the Medico-Legal committee 
be the same as in previous years, $250.00. 

Carried. 

Moved by Councilor Southworth that the 
annual meeting of the state society be held the 
last Wednesday and Thursday in June, the 26th 
and 27th. 

Moved by Councilor Seeley that the meeting 
be held the middle of June. 

After discussion Councilor Seeley withdrew 
his motion and supported the one by Councilor 
Southworth, which: was carried.* 

Moved by Councilor Bulson that the Council 
adjourn. Carried. 

W. H. Havucuey, Secretary. 

*Since the above action it has been found that June 
27 is the date of the University of Michigan Diamond 


Jubilee and Commencement. A postal card vote selected 
June 19-20. 
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Secretary’s Financial Report for Year 1912 


Resources* on hand January 1, 1911: 
$2000 .00 
Savings deposit at interest* 1428 .50 


Cash on hand 


$4037 .40 
Receipts: 


- Cash on hand January 1, 1911..... 
Received from dues............. 
Received from advertising 
Received for defense fund 
Received for reprints 
Received from misc. sources 
Overpaid by County Secretaries ... .00 


$ 608.90 
4269 .65 
2122 .59 
2156.78 

156.00 


.30 
Disbursements: 


Paid Treasurer for defense fund ... .78 
Refunded to County Secretaries. . 

For Journal expenses 219.65 
For State Society expenses 

For reprints 81 
For Addressograph 22 
Bal. on hand January 1, 1912 .... 91 


$9337 .30 
Resources January 1, 1912: 


(Exclusive of interest collected by Treasurer). 
.00 


.50 
91 


Savings deposit at interest 
Cash on hand 


41 
Resources January 1, 1912.......... 4037 .40 
Prot Guriig Yea? . ... cise saa cise ds $474.01 
‘ Liabilities: 
For memorial in Wayne County Medical 
Society Bldg., $100.00 


Credits: 


Advertising Bills Receivable....... $421.96 


ExuHIBIT 1—JoURNAL EXPENSES 


Printing twelve numbers. . .$2758.59 
Cuts and illustrations 101.11 
Addressing, wrapping and mailing... 
Upkeep of mailing list 

Wrappers, one year’s supply ........ 
Stenographer, one-half total 


$2859 . 70 
100.50 
16.49 

44 .00 


*$28.50 accrued interest in Kalamazoo National 
Bank has been added to the amount reported last year, 
$4008.90. (See Nov. 1911, Journal). 
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Postage, one-half total - 

Postage, second class (pound rate) .. 

Postage, Battle Creek and Foreign 
mailing 

Express and Telegraph, one-half total 

Salary Editor 

Advertising commission 

Office Supplies, one-half total 

Printing, stationery, one-half total . . 


EXHIBIT 2—STATE SocIETY EXPENSES 


Burr resolutions $15. 
Registration annual meeting ,........ 5. 
Program annual meeting 60. 
Reporting discussion, etc. ......... 166. 
Honorarium Secretary Council...... 50. 
Honorarium Stenographer Council . . 50. 
Councilors’ expenses. ......... ee 76. 
Annual Meeting Council 

Treasurer’s bond 

Remington typewriter 

Stenographer, one-half total 

Postage, one-half total. .......... 

Express and telegraph, one-half total 

Salary Secretary 

Printing and stationery, one-half total 

Office supplies, one-half total 

Secretary’s traveling expenses 


EXHIBIT 3—REPRINT EXPENSES 


Printing reprints 
Express on reprints ....‘... 


$323 .78 
27.03 $350. 

Receipts for reprints. ..... $156.00 

Cost for reprints to Society.. 194.81 


Totahicost:. ..cckccsccads $350. 


EXHIBIT 4—ADDRESSOGRAPH Cost 


LSC ERC TC CUPE Tr eee. $77 .00 

2413 complete addresses... 72.39 
Twenty-seven drawers...... 18. 

88 M-1 tabs 

Listing attachment. ...... 

Counting attachment ...... 

Special gauge............. : 

Freight and cartage........ F 05 
By discount for cash 1.83 


$186.22 
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EXHIBIT 5—STATE Society RECEIPTS AND 
EXPENDITURES FOR 1911 


(Exclusive of the Defense Fund and interest) 


Receipts: 

eee ere $4269 .65 
Peart BAvertisine.... .. 6.5.0 e sss 2122.59 
PO CURIE -fn5 oc eee cencscans 156.00 
From miscellaneous sources ....... 18.38 
$6566 . 62 

Disbursements: 
For Journal (Exhibit 1) .......... 4219.65 
For Society (Exhibit 2).......... 1335.93 
For Reprints (Exhibit 3). ...... 350.81 
For Addressograph (Exhibit 4) ... 186.22 
Total Expenditures ........... $6092 .61 
STE eee Oe Teer Tee 474.01 
$6566 . 62 


Exuisit 6—TotTat PROFIT FOR YEAR INCLUD- 
ING INVESTMENT 


eee Cent B) nw. eee cece $474.01 
Addressograph (Exhibit 4). ...... 186 .22 
Typewriter: 

By Advertising . ....... $25 .00 

By Cash (Exhibit 2)..... 75.00 100 .00 
Interest (Treasurer’s Report) 201.66 

: $961.89 

EXHIBIT 7—TREASURER’S CASH 

Cash on hand January 1, 1911....... $608.90 
Receipts (Exhibit 5) .............. 6566 .62 


Interest on Bonds........ 100.00 
Interest at Kalamazoo B’k.. 70.91 


Interest at B.C. Bank. ... 30.75 201.66 
$7377.18 
Expenditures: 
Exhibit 5, Journal and Society.... $6092.61 
Cash on hand Jan.1,’12.. 1082.91 
PN as ikedard- ww vee 201.66: 1284.57 
$7377 .18 
EXHIBIT 8. 
Resources: 
Bonds, Edwards & Chamberlain .. $2000.00 
Savings Acct. Kal. Nat. Bank.... 1703.95 


Savings Acct. Old Nat. Bank, B. C. 530.75 
Commercial Cash Acct.,Kal. Nat. Bank 478.37 


$4713.07 
mepperoes Jan. 1, 1911 .......6...06.. $4037 .40 
Net prout for year 1911 ............ 675.67 
$4713.07 
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REPORT OF MEDICO-LEGAL COMMITTEE. 


Detroit, Mich., Jan. 11, 1912. 
THE COUNCIL, 
Michigan State Medical Society. 
The Medico-Legal committee begs to report 
as follows: 


Of the 11 cases handled during 1910, 3 have 
been heard from during 1911. Of these 
1 has been tried and lost and.is being appealed, 
1 was carried to the point of trial and dropped, 
and 1 may or may not reach trial, suit having 
been started. 


During 1911, 25 cases (involving 28 men) 
have been reported. Below is a detailed ac- 
count of these: 


1. Wayne County—Threat only. 

2. Wayne County—Unrecognized fracture of 
head of humerus; small sum demanded in pay- 
ment of hospital and surgeon’s bill and paid 
by Insurance Co. 

3. Berrien County—Dislocated shoulder; suit 
started. 

4. Oceana County—Fracture ot radius; 
tried and dismissed. 

5. Berrien County—Colles fracture; suit not 
yet started. 

6. Berrien County—Same case as above, in- 
volving assistant. 

7. Delta County—Threat for case 10 years old, 
child born with fracture. . 

8. Wayne County—Threat only; accidental 
burn of conjunctiva. 

9. Saginaw County—Fracture of humerus 
defended by Insurance Co; verdict of $1,500. In 
appeal. 

10. Wayne County—Suit started but declara- 
tion not filed, post operative hernia. 

11. Wayne County—Alleged bad result fol- 
lowing vaccine therapy; suit started. 

12. Emmet County—Alleged X-ray burn; 
suit started. 

13. Wayne County—Threatened as _ off-set 
to bill for $5, for dislocated wrist. Advised 
to postpone collection until after two years. 

14. Ionia County—-Fracture case; suit started. 

15. Muskegon County—Fractured knee; suit 
not yet started. 

16. Wayne County—Colles fracture; threat- 
ened by attorney. 

17. Kent County—Colles fracture; threat 
only. 

18. Tuscola County—Alleged improper treat- 
ment of conjunctivitis; threat from attorney, 
case probably outlawed. 
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19. Houghton County—Three members sued 
jointly for holding a post mortem. 


20. Emmet County—Sciatic nerve stretched, 
patient left hospital against orders, subsequent 
infection and loss of foot, suit not started. 


21. Shiawasse County—Fracture of leg, de- 
layed union, threat from attorney. 


22. Bay County—Suit for chloroform death, 
involves one living and one deceased member. 

23. Wexford County—-Fracture of leg; threat 
from attorney. 

24. Isabella County—Suit for alleged im- 
proper treatment of septic peritonitis, probably 
outlawed. 

25. Wayne County—Threat by attorney for 
testimony given Board of Health regarding a 
lying-in-institution. 

Case 25 is not exactly civil malpractice, but, 
arising from legitimate professional relations, 
would doubtless be defended by your committee, 
if anything further comes of it. 


During the 2 years of this work we have hand- 
led 36 cases (involving 39 men), in 16 of which 
suit has been started, 4 have gone to trial and 
2 won and 2 lost. Both cases lost are fracture 
cases and both are in process of appeal. Of 
36 cases handled, 17 are fracture and dislocation 
cases. Lay juries show a strong disposition 
to demand perfect function and ideal beauty 
as proof of proper treatment of fractures and 
unless the Supreme Court will protect the pro- 
fession we must ultimately refuse to care for 
fractures unless guaranteed immunity from 
blame for results. Of the 13 cases where suit 
has been begun some will go to trial; how many, 
it is impossible to say. Two are probably out- 
lawed, some are certainly ‘bluff’ cases, at least 
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2 are quite certain of reaching the courts. Our 
attorneys believe that every threat of mal- 
practice arises from the jealousy of a rival 
physician. While we do not hold so radical 
an opinion, we do know that some other physi- 
cian is at the bottom of very many suits and 
threats of suits, and can prove it in many in- 
stances. The practice of medicine and surgery 
is hard enough at best. Why make it harder? 
We desire again to call attention to the fact 
that all we can do is to provide the machinery 
for defense. We can defend only so far as the 
law and the facts offer defense. If these are 
not on the side of the doctor, we would do him 
a service by advising him to avoid the publicity 
of a trial. If the facts are in doubt with a cer- 
tainty that a jury will pass on them, the wise 
man will consider, seriously, whether a laudable 
desire to prove himself right, justifies taking a 
larger chance of being proven wrong. 
Financially we close the year with a balance 
of about $3000 in the treasury. 
Respectfully submitted, 

F. B. Tispsais, Chairman. 

C. B. STocKWELL, 

C. W. Hitcucock, 

J. FLINTERMANN. 


MEDICO-LEGAL COMMITTEE FINANCIAL REPORT 








On hand Jan. 1, 1911... $2187.15 
Rec’d from dues........ 2156.78 
Rec’d from Interest... . 35.10 
$4379 .03 
Disbursements, 1911..... $1204.97 
Bal. on hand, Jan. 1, 1912 3174.06 
$4379 .03 
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ALPENA 


The annual meeting of the Alpena County 
Medical Society occurred Thursday, Dec. 14, 
at the New Alpena House. The society had 
issued a very attractive invitation which brought 
out the following guests: Frank C. Witter, 
Petoskey; E. A. St. Armour, Chas. B. Tweedale, 
Cheboygan; L. C. Kent, A. B. McGregor, C. A. 
Carpenter, Onaway; Geo. F. Lister, Hillman; 
J. C. Jackson, J. C. Wallace, A. Wilkerson, 
Alpena; and Mr. J. H. Bohner of Detroit. The 
following members were present: J. D. Dunlop, 


J. W. Small, D. A. Cameron, Ralph C. Smith, 
Geo. Secrist, James Eakins, Wm. A. Secrist, 
J. F. McDaniels, A. E. Bonnerville, A. Konoracki, 
Otto Bertram, S. T. Bell and C. M. Williams. 
Dr. Frank C. Witter of Petoskey, councilor 
for this district, was present as the guest of 
honor. Aclinic had been arranged at a private 
house, (Alpena having no hospital) in the morn- 
ing. Sixteen physicians availed themselves 
of the opportunity to witness an operation for 
the cure of ectopic gestation of six weeks, in 
which rupture and hemorrhage from the sac 
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had already occurred. Dr. Witter, the operat- 
ing surgeon, was assisted by local surgeons. 

Following the clinic, Drs. Bell and Cameron 
entertained the doctors at dinner at the New 
Alpena House. 

The program of the day opened with a schol- 
arly address by Frank C. Witter of Petoskey, on 
the ‘Value of Microscopical Specimens, in 
All Cases of Curettement of the Uterus.” The 
speaker had prepared some excellent drawings, 
which added much to the value of the paper. 

Other papers read were: ‘‘Cause of Typhoid 
Fever,’ Geo. Secrist, Alpena, and ‘Medical 
Societies,’’ A. E. Bonnerville, Alpena. 

A pleasing feature of the gathering was the 
election of Dr. Arthur Wilkinson of Alpena, 
to honorary membership, and to President 
Emeritus of the society. Dr. Wilkinson, for 
forty years, has been a leader in medical thought 
in northern Michigan, and well deserves this 
honor at the hands of his fellows. 

The first number of the Alpena Medical News 
was distributed at the meeting. It contained 
the exaugural address of the President, J. D. 
Dunlop. The News, edited by C. M. Williams, 
sec. of the society, seeks to advance the inter- 
ests of the professional men of Alpena, and is 
mailed free. 

The following officers were elected: President, 
S. T. Bell; Vice-Pres., Wm. A. Secrist; Sec.- 
Treas., C. M. Williams, 

C. M. Wituiams, Secretary. 


DELTA 


Delta County Medical Society held its annual 
meeting in the parlors of the New Ludington 
Hotel, Escanaba, Dec. 14, 1911. Dr. M. P. 
Fenelon was elected President for the ensuing 
year; Dr. A. S, Kitchen, Vice-Pres.; Dr. W. B. 
Boyce, Sec.-Treas.; Dr. David N. Key, director 
for three years; Dr. Jas. Mitchell, Delegate; Dr. 
A.L. Laing, Alternate; Dr. David N. Key, Mem- 
ber Medico-Legal Committee. 

The meeting adjourned to the banquet hall 
where the society entertained a number of 
guests representing the other professions. 

W. B. Boyce, Secretary. 


DETROIT ACADEMY OF MEDICINE 


DR. JOHANN FLINTERMANN, 

Dr. Flintermann died early today, Jan. 15, 
1912, at Harper Hospital, after a week’s illness 
from acute intestinal obstruction. 

Johann Flintermann, though of German par- 
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entage, was born in Amsterdam in 1840. His 
youth was passed in Germany and he attended 
the Gymnasium in Lingen and pursued his 
medical studies at the University of Goettingen, 
where he graduated in 1864, passing the state 
examination at Hanover in 1865. A _ post- 
graduate course at the University of Berlin 
followed in 1865 and 1866, and in 1867 he was 
married in Goettingen, to Miss Dorette Schaefer, 
who survives him. 

He came to Detroit soon after his marriage 
and here he lived until his death, taking always 
a most active interest in the medical activities 
of the city. He was an organizer and early 
member of the Board of Health, an ex-president 
of the Detroit Medical and Library Association, 
a very active member and once vice-president 
of the Detroit Academy of Medicine and, at the 
time of his death, president of the Detroit Society 
of Neurology and Psychiatry. 

Dr. Flintermann was remarkable for the 
breadth of his information and culture, and his 
interests were not confined to the fields of medi- 
cine; for he was a constant reader of works of 
philosophy, and his general reading was unusual. 


The passing years never diminished his alert- 
ness to know and adopt all that was best and 
new in his profession. He was always strictly 
up to date with medical progress. 

He was an early member of the Harmonie 
Society and of other German organizations and 


_ known intimately to a large circle among the 


German residents of the city. But few men 
will be more missed, for his was a familiar 
figure in Detroit. 

He is survived by his widow and five children, 
Misses Amelia and Elise and Mr. Rudolph 
Flintermann, residents of Detroit, and Messrs. 
Gerhard and Carl, residents of Brookline, Mass., 
and Philadelphia, Pa., respectively. 

He was ever a foe to sham, a lover of the 
genuine and the true, and possessed an instinc- 
tive contempt for whatever masqueraded as 
knowledge but had no scientific backing. His 
manner was simple and unpretentious and 
he was ever modest and unassuming. Con- 
scientious to a degree, he was a beautiful example 
of the highest type of the physician and the 
man of science. 

We, of the Detroit Academy of Medicine, 
know well how simply and unostentatiously he 
went in and out among us, how he ever com- 
manded our constant respect, how able he was 
in counsel, how kindly in advice and how genial 
and cordial in the relations of friendship. 
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His religious opinions were never crowded 
upon any one, but he was an earnest Christian 
and a constant reader of the works of the best 
religious thinkers. This is but in accord with 
the broad culture which characterized the man. 

He was always ready to reach out a helping 
hand to younger men, eager to do anything in 
his power to help or stimulate them to scien- 
tific work. His life was many-sided and on every 
side white and pure, known and read of all 
men. As a physician, counsellor, friend, citizen, 
man of science, he commanded universal respect 
and admiration. 

Though not wishing to intrude upon the pri- 
vacy of his family relations, we may tender to 
his stricken family our deepest sympathy and 
speak of our own loss in terms of praise for the 
unspotted life of unusual attainments, the 
sheaf which has been garnered in the fulness 
of its maturity, the white life which has entered 
into its highest reward. 

C. W. Hitcucock, 
J. E. Emerson, Committee. 





GRATIOT 


At the December meeting of the Gratiot County 
Medical Society Dr. Brainard read a paper on 
“Ectopic Gestation’? which was very much en- 
joyed, and discussed by Drs. Lamb, Bagley, 
Shaffer and Gardner. Dr. Highfield requested 
and the President, Dr. Gardner directed that the 
paper be sent to the JourNAL for publication. 

There was considerable discussion of the fee 
question by members of the society. 

Drs. J. R. Shaffer, E. M. Highfield, Chas. 
McLachlan and F. C. Thornburgh were elected 
to membership. 

Officers elected for the year of 1912 were as 
follows: President, J. R. Shaffer; Vice-President, 
F, J. Graham; Sec.-Treas., E. M. Highfield. 

W. E. Barstow, Secretary. 


HURON 


The Huron County Medical Society held its 
regular quarterly meeting, January 8, at Dr. 
Herrington’s office in Bad Axe. A motion was 
carried, requesting the State Board of Health 
to make gratuitously the Wasserman test. A 
committee on public health and education was 
decided upon to be selected by the secretary. 
Though it was excessively stormy and the 
thermometric mercury played around the zero 
mark the following members were present: 
Dr. Monroe of Elkton, Drs. Morrison and Yale of 
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Pigeon, Dr. Friedlaender of Sebewaing, and the 

Bad Axe contingent consisting of Drs. Herring- 

ton, Lyman, Morden, Pfaff, Cooper and Conboy. 
DantEL Consoy, Secretary. 





JACKSON 


The annual meeting of the Jackson County 
Medical Society was held in the library audito- 
rium, December 7, 1911, at 2:00 P.M. Thirty- 
one members were present. Three new mem- 
bers were elected to membership. The election 
of officers resulted as follows: 

Peter Hyndman, President; C. D. Munro, Vice- 
President; G. A. Seybold, Secretary; P. I. Ed- 
wards, Treasurer; C. G. Parnall, Delegate; C. 
H. Lewis, Alternate Delegate. 

Dr. E. C. Taylor read a paper on ‘‘Conserva- 
tion of the American Youth.”’ 

Dr. Geo. C. Hafford of Albion, read a paper on 
““Lipectomy”’ and reported a case. 

- Dr. W. T. Dodge of Big Rapids, Michigan, 
read a paper and reported 180 cases of appen- 
dicitis. 

Dr. D Emmett Welsh ot Grand Rapids, 
M’chigan. read a vaper on “Otitis Media.” 

At 7:00 P. M. a banquet and reception was 
held in St. Paul’s Guild House. Dr. Taylor 
acted «s toast-master. The following toasts 
were responded to: ‘The Owen Bill,’ by Dr. 
W T Dodge of Big Rapids; ‘‘Relation Between 
the Physician and the Priest,’’ Rev. Father 
Howe of Jackson, Michigan; ‘‘Harmony Among 
the Medical Profession,” by Dr. D. Emmett 
Welsh of Grand Rapids; ‘‘Relation Between 
the Physician and the Dentist,’ Dr. C. J. Lyon, 
Jackson, Mich.; ‘‘The Physician of the New 
School,’’ Rev. Maywood of Jackson. 

The program was concluded by a few well 
chosen and optimistic remarks by Dr. Peter 
Hyndman, our newly elected president. 

G. A. SeyBotp, Secretary. 


KALAMAZOO ACADEMY OF MEDICINE 


Choice of Anesthetic 
Dr. Isabella C. Herb, Chicago. 


Asstract: No one anesthetic should be used 
for all cases. Each has a sphere of useful- 
ness. Nitrous oxide is the safest and quickest 
and is the anesthetic of choice when the nature 
of the operation and the physical condition of the 
patient admit of its use. Because it causes 
high arterial tension, it is best not to use it in heart 
lesions, exophthalmic goitre,advanced pulmonary 
tuberculosis, and in cases of atheromatous 








138 ; COUNTY SOCIETY NEWS 


degeneration, especially if aneurysm exists. 
The particular field of usefulness for this drug 
is for short operations and those in which ether 
and chloroform are contraindicated, as in acute 
nephritis. Complications rarely, if ever, follow 
its use. It may be used as preliminary to ether 
but not to chloroform. 

Ethyl chloride and ethyl bromide are not 
recommended on account of their high mortality. 

With aneurysm and general arteriosclerosis, 
chloroform is indicated. Ether is indicated in 
case of heart lesions, especially fatty heart. 

The physical condition may make a general 
anesthetic hazardous, as emphysema and dysp- 
noea. Intracranial hemorrhage would be 
increased by high blood pressure. The condi- 
tion of the heart muscle is of more importance 
than the valvular lesions. Fatty hearts are 
especially dangerous. Anesthesia is very dan- 
gerous in removing growths from the larynx or 
where cyanosis is already present. Ether should 
be used in anemia, diabetes and status lym- 
phaticus. A low murmur may indicate a feeble 
heart muscle. In acute inflammatory conditions 
and recent pneumonia, chloroform or nitrous 
oxide should be used. Cases of acute nephritis 
demand nitrous oxide. In chronic inflammatory 
conditions ether may be used. 

The amount of albumin in the urine is of less 
importance than the quantity of urine being 
secreted. The amount of anesthetic used is 
of great importance—the less used the better. 

In obstetrical operations, as version, high 
forceps or Caesarean section, ether is indicated. 
In laryngectomies and operations about the 
mouth where chloroform is desirable, it is a 
wise precaution to anesthetize with ether and 
follow with chloroform. Alcoholics require more 
ether and more time to saturate their tissues; 
and because their reflexes are more active, a 
longer time must be allowed before operation 
begins. 

Muscular rigidities are frequently due to 
asphyxiation and an excess of anesthetic rather 
than a lack of it. The remedy is to give more 
oxygen. Steady traction on the recti muscles 
will often overcome their rigidity. 

Should the choice of anesthetic be left to the 
anesthetist? No; unless the latter is a physician, 
in which case it may safely be left to a profes- 
sional anesthetist’s judgment. 





Annual Meeting, Dec. 14. 
The status of the society at this time is set 
forth in the secretary’s report, as follows: 
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SECRETARY’S ANNUAL REPORT, 1911. 


The secretary very respectfully submits the 
following report for the year, up to and including 
December 13, 1911. 

Number of active members . 
Number of honorary members . , 1 
Number of members admitted during 1911 13 
Number of applications pending. ........ 6 
Number of members dropped for non-pay- 

ON Eo ae aie wera ees 

Number of members moved away from 


Is tity oes bee Sdalcds ux 4 
Number of members died .............. 1 
Number of regular meetings held ........ 17 
Number of special meetings held....... 1 
Number of meetings held in Kalamazoo .. 14 
Number of meetings held in Allegan..... 1 
Number of meetings held in Otsego ..... 1 
Number of meetings held in Vicksburg ... 1 
Average attendance at all meetings ...... 32.6 
Average attendance before Bulletin was 

TO SE ree ee ee eee 28.6 
Average attendance since Bulletin has been 

NE 6 Oe FAs duis so EN ae es 36.7 
Average number of visitors. ........... 5 


The new features of the year 1911 have been 
as follows: 

1. The establishment of a second meeting 
each month. 

2. The first publication of the Bulletin for 
each meeting instead of simply sending cards 
to announce the meetings. 

3. The addition of many journals to the 
library, and more encouragement given to the 
use of same. 

4. The attempt to start clinical programs 
as a part of each meeting. This is, at this date, 
entirely experimental, but if entered into prop- 
erly by the members should add a great deal 
of interest, as clinical material is more interesting 
to many than papers. 

C. E. Boys, Secretary. 





KENT 
In 1912 WHAT? It Depends on You 


Asa society we have been making giant strides. 
We are naturally pleased and a little bit proud. 
It is well, but it is not well to be too pleased, 
too satisfied. 

For this advancement much credit is due 
our officers who have given much of their time 
and much hard work. Organization is now 
perfected, a splendid harmony exists, the mem- 
bership roll is practically completed. 
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Your officers of this year will not be back- 
ward in contributing their work and their time, 
put from now on the advancement of the society 
will be dependent more on the quality of your 
work than ever before. Please bear in mind 
that this is your society and that its success 
depends on the work you do for it. 


From time to time men from out-of-town, 
leaders in their special line, will be invited to 
appear before you; but in 1912 more, much 
more, will be expected from the individual 
member. 

You cannot obtain the full benefit of your 
society—indeed, you will not even appreciate 
it, until you become an actual working unit. 
Look over the programs of the past five years. 
Just about one out of every eight of you would 
find his name there. The same few men are 
year after year carrying the burden of the pro- 
gram. This is not right. The talent of this 
society is not limited to these men. It is per- 
haps true that because of their greater experi- 
ence they are easier writers and can produce a 
smoother paper, but this society made it possi- 
ble for them to get this experience. It will do 
much for you if you will give it the chance. The 
first paper may be difficult, the second and third 
will be easier, and the doing it will be worth 
while. It will make this society and your 
profession mean more to you. Pick out the 
subject of the case in which you are at this 
moment interested, read it up, work it out and 
present it to us in a fifteen minute paper. Let 
us benefit by coming into contact with the 


‘activities of your brain. 


We should have two papers every evening and 
occasionally three. We should have a meeting 
in which there will be few wasted moments. 


The call-to-order will be promptly at 8:15. 
We should have an hour and a half, uninterrupted 
for papers and discussion. The discussion is 
often as important as the paper, but compli- 
mentary orations or a “‘that reminds me,” are 
seldom worthy of the five minutes to which the 
discussion by our by-laws is limited. 


Notify the secretary of your intention to write 
a paper, and then GET BUSY. Room for it 
will be found somewhere. You will benefit— 
we will all of us benefit, but perhaps the greatest 
satisfaction will come to you at the end of the 
year with the knowledge that you have helped 
give the Kent County Medical Society the best 
year in its existence. 


B. R. Corsus, President. 
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LENAWEE 


Lenawee County Medical Society held its 
first meeting of the year under its new officers, 
at Adrian, Jan. 9. 

In spite of its being a very bad day there was 
a good attendance and plenty of interest taken 
by all in the discussion of cases presented by 
Drs. Andrews, Eccles, Seager and Lamley. 

The society has adopted for its year’s work 
the plan as carried out in the A. M. A. Journal 
and we expect to be heard from quite often in 


the future, as we are alive. 

The following officers were elected: Presi- 
dent, W. A. Sprague; Vice-President, A.W. Chase; 
Sec.-Treas., I. L. Spalding; Med.-Leg. Com. 
L. G. North; Delegate, G. W. Lamley; Alternate, 
Frank Andrews. 

I. L. Spaupine, Secretary. 





MARQUETTE 


The annual meeting of the Marquette County 
Medical Society was held at the Breitung House, 
Negaunee, on December 21, 1911. 

The following officers were elected for thé 
ensuing year: President, Wm. B. Lunn, Mar- 
quette; Vice-Pres., N. J. Robbins, Negaunee; 
Sec.-Treas., H. J. Hornbogen, Marquette; Dele- 
gate; V. H. Vandeventer, Ishpeming; Alternate, 
C. J. Larson, Negaunee. 

Pres. Jas. H. Kaye of the U.P. Normal School, 
was elected chairman of the committee on 
medical inspection of public schools. This com- 
mittee was appointed a year ago and is composed 
of the following members: Dr. Jas. H. Kaye, 
Pres. U. P. Normal School; Supt. G. H. Geh- 
rand, Public Schools, Marquette; Supt. E. E. 
Scribener, Public Schools, Ishpeming; Supt. 
O. Schurtz, Public Schools, Negaunee; Dr. 
Theo. A. Felch, Ishpeming; Dr. J. H. Andrus, 
Negaunee; Dr. H. J. Hornbogen, Marquette. 

Theo. A. Felch of Ishpeming, was appointed 
chairman of the joint committees appointed 
in Ishpeming, Negaunee, and Marquette, for 
the purpose of taking up matters relative to 
public health. 

H. J. HornuoGen, Secretary. 





MECOSTA 


On the evening of Dec. 15 the Mecosta County 
Medical Society held its annual meeting and 
elected the following officers for the ensuing 
year: President, L. S. Griswold, Big Rapids; 
Vice Pres., H. B. Weaver, Mecosta, Sec.-Treas.; 
C F Karshner, Big Rapids; Delegate, Geo. 
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H. Lynch, Big Rapids; Alternate, A. A. Spoor, 
Big Rapids. 

The Owen Bill, Contract Practice, and Medical 
Legislation formed the discussion of the evening 
after which the members sat down to a supper 
served by one of the local caterers. The so- 
ciety placed itself upon record as opposed to 
contract practice. 

C. F.. KarsHNeErR, Secretary. 


MENOMINEE 


The annual meeting of the Menominee County 
Medical Society was held Wednesday, Dec. 
13, 1911, and the following officers were elected 
for the ensuing year, 1912.: 

President, Edward Sawbridge, Stephenson; 
Vice-Pres., B. T. Phillips, Menominee; Secy.- 
Treas., H. T. Sethney, Menominee; Delegate, 
C. R. Elwood, Menominee.; Alternate, E. V. 
McComb, Menominee. 

Henry T. SETHNEY, Secretary. 





MUSKEGON-OCEANA 


The annual meeting of the Muskegon-Oceana 
County Medical Society was held at the Occi- 
dental Hotel at Muskegon, Friday evening ,Dec. 
8, at 8:00 o’clock. 

Members present: Geo. S. Williams, F. B. 
Marshali, W. A. Campbell, L. N. Eames, I. 
M. J. Hotvedt, J. F. Denslow, P. J. Sullivan, J. 
H. Nicholson, Jacob Oosting, W. P. Gamber, 
R. G. Olson, G. J. Hartman, L. I. Powers, F. W. 
Garber, A. A. Smith, and V. A. Chapman. 

Dr. Whitaker of Washington, D. C., of the 
United States Government Bureau of Animal 
Industry was present and gave a talk before 
the society on the subject of ‘Certified Milk.” 
After this, the regular order for business was 
taken up. 

The minutes of the last two meetings were 
read and approved as read. 

Applications for membership were received 
from Dr. R. I. Bussard of Muskegon Heights, 
and from Dr. A. F. Harrington of Montague. 
Dr. Bussard’s application was accompanied by 
dues of $500. Dr. Harrington’s application 
was not acccmpanied by dues of $5.00. These 
applications for membership were referred to 
the Board of Directors and to be voted upon at 
the next regular meeting. 

It was moved by Dr. Hotvedt and seconded 
by Dr. Garber that the executive committee 
with the board of directors be empowered to 
act for this society with authority on all matters 
pertaining to the meeting of the Michigan State 





Jour. M.S.M.S§, 


Medical Society to be held at Muskegon in 1919, 
Carried. 

The secretary read a communication from Dr, 
L. P. Munger, a member of this society, regard- 
ing his experience in the matter of the medical 
defense plan of the Michigan State Medical 
Society a copy of which follows: 


Hart, Mich., Dec. 7, 1911. 
Dr. V. A. CHapman, Sec’y. 

Dear Doctor: 

IT enclose check for $5.00 to pay for my 
society dues. I have had my first experience 
with a mal-practice suit this year. The state 
society, through their attorneys have defended, 
or rather were prepared to defend it. But the 
plaintiff got cold feet when she learned that we 
would really fight it, and dropped it. Member- 
ship in the society is worth a great deal to a 
physician in a case of this kind, and I certainly 
appreciate the good done in my case. 

With kind regards, 

L. P. Munce_r, M. D. 


“Maggie DeLong vs. Louis P. Munger. Plain- 
tiff submitted to non-suit, and case was dropped. 
Neither party to recover costs.”’ 

The society proceeded to election of officers. 
This resulted in, Geo. S. Williams, President, 
re-elected; J. H. Nicholson of Hart, Vice-Presi- 
dent; V. A. Chapman, Secretary, re-elected; 
Jacob Oosting, Treasurer, re-elected; P. J. 
Sullivan, Director for three years; W. L. Griffin 
of Shelby, Delegate; J. D. Buskirk of Shelby, 
Alternate; Dr. Garber, Medico-Legal Repre- 
sentative. 

The society adjourned to luncheon. 





Regular meeting of the Muskegon-Oceana 
County Medical Society was held at the Occi- 
dental Hotel at Muskegon, Dec. 22, 1911, at 
8 o’clock, P. M., after dinner at 6:30 P. M., 
as the guests of Drs. Jacob Oosting and J. T. 
Cramer. 

Members present: Drs. Geo. S. Williams, 
I. M. J. Hotvedt, G. J. Hartman, Jacob Oosting, 
P. A. Quick, W. A. Campbell, A. A. Smith, 
J. F. Denslow, F. B. Marshall, L. I. Powers, 
J. T. Cramer, W. P. Gamber, and V. A. Chap- 
man. 

Dr. Huizinga of Grand Rapids, Dr. DeHaas 
of Fremont and Dr. Parker of Hackley Hospital 
were guests. 

Minutes of the last meeting were read and 
approved as read. 

The application of Dr. R. I. Bussard of Muske- 
gon Heights, was voted upon. Eleven ballots 
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were cast of which all were in favor of Dr. 
Bussard’s application. In like manner and 
with the same results Dr. A. F. Harrington of 
Montague, was elected to membership. 

Dr. DeHass of Fremont, presented the matter of 
having the state do Wassermann reaction testsfree 

Dr. Marshall moved, Dr. Gamber seconded, 
that the Secretary be instructed to write to the 
Secretary of State Board of Health in the name 
of this society, requesting that the state make 
such arrangement as to enable’ physicians of 
this state to have the Wassermann reaction 
done at the state laboratory without charge 
in the same manner as is now done for tuber- 
cular sputum cases. Carried. 

Dr. Huizinga, of Grand Rapids, gave a talk 
to the Society on the subject of, ‘“Some Com- 
mon Diseases of the Nose and Throat.”’ 

The discussion was opened by Dr. Chapman 
who was followed by Drs. Hotvedt and Gamber. 

Meeting adjourned. 

V. A. CuHapman, Secretary. 





Muskegon, Michigan, Dec. 28, 1911. 
State BoarD OF HEALTH OF MICHIGAN, 
Lansing, Mich. 
GENTLEMEN: 

At the regular meeting of the Muskegon- 
Oceana County Medical Society held at Muskegon, 
Dec. 22d, 1911, it was formally moved, seconded 
and carried, ‘‘That the secretary be instructed 
to write to the State Board of Health in the name 
of this society, requesting that the State Board 
of Health make such arrangements as to enable 
physicians of this state to have the Wasserman 
blood test for syphilis done at the state laboratory 
without charge, in the same manner as is now 
arranged for sputum examination in suspected 
cases of tuberculosis.” 

The physicians of this society comprising 
Muskegon and Oceana counties feel that a war 
against syphilis is even more necessary for 
the health, wealth and happiness of humanity 
and the future development of the human 
race, than the war against tuberculosis. 

This society believes that if such an arrange- 
ment as mentioned in the above quoted motion 
could be made, it would be a very long step in 
the direction of cure and prevention of the 
great insidious evil. Very truly yours, 

V. A. CHapman, Secretary. 





ST, CLAIR 


The annual meeting of the St. Clair County 
Medical Society was held at the Hotel Harring- 
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ton, Port Huron, on Thursday evening, Dec. 
14, 1911. 

After dinner the meeting was called to order 
by Pres. Heavenrich, with twenty-five members 
present. 

The election of officers followed. Dr. A. E. 
Thompson of St. Clair, was elected Presideni; 
Dr. A. L. Callery, Port Huron, Vice-President; 
Dr. R. K. Wheeler, Port Huron, Sec.-Treas.; 
Dr. W. P. Derck, Marysville, Delegate; Dr. 
W. B. James, Marysville, Alternate. 

Dr. Heavenrich followed with an able address 
in which he reviewed the work of the year, and 
wished his successor all kinds of success. 

The paper of the evening was read by Dr. 
J. A. Attridge of Port Horon, who took for his 
subject ‘‘Gastric Ulcer, Its Diagnosis and Dif- 
ferentiation.’’ The discussion was opened by 
Dr. M. Willson and was followed by a spirited 
general discussion. 

The meeting adjourned to meet at St. Clair 
on Jan. 11, 1912. 

R. K. WHEELER, Secretary. 


TRI-COUNTY 


The regular meeting of the Tri-County Medi- 
cal Society was held in the K. P. Club rooms, 
Cadillac, Jan. 4, 1912. 

Owing to the many events of the evening 
the program was abbreviated. The only paper 
read was the one presented by Dr. Devere 
Miller. This was an able and well prepared 
paper on ‘Food poisons.” The first portion, 
all that time permitted to be read, dealt with 
meat poisons. These were considered, Ist. 
As poisons due to meats from diseased animals; 
and, 2nd. As poisons due to changes occurring 
in many ways after killing of the animal. 

The society voted in favor of supporting the 
move instigated by the Newaygo County Medi- 
cal Society, requesting the State Board of Health 
to make the Wasserman test for syphilis free, 
as the Widel and other tests are now being 
made. A favorable reply was received by the 
secretary from Dr. Dixon, who favors the in- 
stitution of these examinations. 

If enough societies make the request to 
justify such a move by the State Board, we will 
have a most valuable means of diagnosis at our 
command, far more accurate than can be had 
from inferior laboratories. 

The physician must, however, put Dr. Dix- 
on’s fear that it will not be used sufficiently 
to justify its continuation, to flight, by making 
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use of the test when opportunity presents 
itself. 


After the regular session, the school board, 
dentists and nurses of Cadillac, acting upon a 
prior invitation, presented themselves in order 
to consider the possibility of instituting a system 
for the medical and dental inspection and 
supervision of the public schools of Cadillac. 


The subject was considered for some length; 
plans in vogue at present in other cities were 
presented. 


The plan decided upon places every school in 
Cadillac under direct supervision of one or two 
physicians each. Each physician of Cadillac 
will spend as much time as necessary, not to 
exceed one half day each week, in examining 
the children and the sanitary conditions of the 
buildings and premises. 


Each school will have a dentist to look after 
the children’s teeth; this work will be divided 
equally among the dentists of the city. 


A plan is on foot to establish a dental clinic 
in a suitable room in the new High School 
building, and arrange so that there will be a 
dentist in attendance one morning each week 
to care for the teeth of the city’s poor children. 


All the work on the part of both physicians 
and dentists will be gratuitious. 


A trained nurse will be engaged to assist in 
this work and help look after the home con- 
ditions, to gain the co-operation of the parents 
and induce them to properly care for their 
children. 


After this session, upon the invitation of the 
county society, all adjourned to the dining 
room and partook of a lunch and smoker. No 
formalities being observed, the reigning spirit 
was one of congeniality, and good fellowship 
predominated. 


Rupotpu J. E. Open, Secretary. 


WAYNE 


At the meeting of the Medical Section, De- 
cember 11, 1911, Dr. Charles D. Aaron read 
a paper, illustrated with the kineometograph, 
upon ‘“‘Hormones—The Action of Peristaltic 
Hormone on Intestinal Peristalsis.”’ 


The chairman, Dr. James Cleland, Jr., and 
Dr. Ray Connor, acting as temporary secre- 
tary, presided. 


Ninety-two members were present. 


Jour. M.S. M.S. 


Hormones—The Action of Peristaltic Hormone 


on the Intestinal Peristalsis 
With a Kineometographic Demonstration 
By Dr. Charles D. Aaron. 


It has been demonstrated recently that the 
cells of the mucous membrane of the stomach 
elaborate a chemical substance that stimulates 
the peristalsis of the intestine. Starling calls 
such a substance with a specific action a hormone, 
The hormones are formed during normal meta- 
bolism and stimulate certain cells. In the 
stomach we find a gastric hormone secreted in 
the antrum pylori. When absorbed this sub- 
stance induces the secretion of gastric juice. 
It is an essential peculiarity of most hormones 
that they act upon other organs of the body, 
whereas the hormones of the gastrointestinal 
tract have no influence upon the general system. 
The hormones of the digestive apparatus act 
upon the digestive secretion, exciting the sense 
of taste and inducing the secretion of the peptic 
glands. These peptic glands are stimulated 
from the antrum pylori by way of the blood. If 
the extract of ground mucous membrane of the 
antrum pylori is injected into dogs with a so- 
lution of hydrochloric acid or meat extract, the 
glands in the fundus of the stomach begin to 
secrete. Extracts of the pyloric mucous mem- 
brane by themselves or extracts of the fundus 
mucous membrane treated in a simliar way do 
not produce this result. We may assume, there- 
fore, that the antrum mucous membrane being 
stimulated by the meat extract produces a 
hormone, the so-called gastric secretion, which 
after absorption stimulates the secretion of 
the gastric juice. This, I believe, has as yet 
not been sufficiently recognized, in gastric 
diagnosis. In the intestinal mucous membrane 
there is another hormone, which stimulates 
the secretion of the pancreatic juice. It is 
elaborated by the action of the hydrochloric 
acid of the gastric juice on the intestinal epi- 
thelium. 

Zuelzer observed the specific effect which 
peristaltic hormone has in stimulating per- 
istalsis and uses the splenic substance for the 
production of it for therapeutic purposes. 
This hormone is probably developed in the 
gastric mucous membrane and is stored up in 
the spleen. In fact,this organ is regarded as 


a storage place for the peristaltic hormone, 
because it contains these in large quantities. 
The peristaltic hormone has the capacity of 
stimulating the peristalsis .of the intestine. It 
has been used in chronic constipation and in 
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acute of the intestine. But the 


paralysis 
treatment is not altogether without distress 
for it frequently causes pain and fever. If 
used for therapeutic purposes this peristaltic 
hormone must be introduced intravenously or 
intramuscularly and its absolute sterility must 


therefore be made certain. It has, in fact, 
been found that its intramuscular introduction 
produced pain and a rise of temperature, and 
the intravenous method is being preferred 
owing to the fact that it reduces the pain, 
fever and discomfort of the patient. 


The observed fact that the hormone stim- 
ulates intestinal peristalsis, led quite naturally 
to its employment in chronic constipation. In 
spastic constipation we have an overstimu- 
lation of the intestine and the use of the 
hormone in such cases is, of course, irrational. 
In the atonic form, however, the hormone be- 
comes valuable. Zuelzer reports success in 71 
per cent of many cases of chronic constipa- 
tion, in which evacuations had previously not 
been possible for a period of years without 
cathartic or enemata. He feels himself justi- 
fied to urge that, in the light of the discovery 
of the paristaltic hormone, the whole subject 
of constipation be revised. He suggests two 
theories with regard to the nature of the thera- 
peutic effect of the peristaltic hormone. In 
the first place, in cases of chronic constipa- 
tion we have a complete absence of normal 
production of the peristaltic hormone or a 
quantitative insufficiency of it. When intro- 
duced, it stimulates the beginning of a normal 
elaboration of hormones in the body. And in 
the second place, it may be that the stimulus 
for the start of the intestinal peristalsis in 
atonic chronic constipation is produced when 
the hormone is administered, by the inter- 
vention of the nervous system. The hormone 
may exert a specific stimulant action upon the 
abdominal ganglia. The ability to convey the 
stimulus may have been disturbed or dulled. 
An artificial saturation of the organism with 
peristaltic hormone may vigorously stimulate 
the nerve cells and enable the body to react 
again to the normal stimuli. 

Zuelzer uses 40 cc. ot peristaltic hormone 
for an adult and 20 cc. for children. The 
injection is made only once and the median 
vein is the best place for it. The skin is pre- 
pared aseptically and an Esmarch bandage 
applied on the upper arm to make the vein 
prominent. The fine needle of the syringe is 
introduced into the vein, the Esmarch bandage 
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loosened and the contents of the barrel of the 
syringe are slowly forced into the vein. The 
needle is removed and a slight pressure with 
gauze is applied to the point of entrance. A 
small piece of adhesive plaster is then applied. 
Usually no reaction ensues. It is advisable to 
follow up the injection with one dose of castor 
oil. It serves as a lubricant while the hormone 
induces, the normal peristaltic action. As 
against other remedies employed in chronic 
constipation, the peristaltic hormone has the 
superior merit that, having started evacuations 
there is no need to inject more of it. 


The paper was followed by a _ kineometo- 
graphic demonstration of the action of peri- 
staltic hormone on intestinal peristalsis, and 
the movements of the pyloric end of the stomach. 

Doctor Carstens opened the discussion, 

Doctor W. H. Morley, in discussing the 
paper, said: 

“The word ‘hormone’ was coined by Bayless 
and Starling, and comes from the Greek word 
meaning to excite or to stimulate. While the 
term has had almost universal adoption as 
referring to the active principle of the glands, 
possessing an internal secretion, still it must 
be used in its modified and not restricted 
sense. When one refers to the active prin- 
ciple of such glands as the thyroid, thymus, 
parathyroids, hypophysis, and adrenals, the 
term is applied, but when the active principle 
of the testes, ovaries, spleen and pancreas is 
considered, the word hormone must be applied 
in a modified sense. The active principle of 
the former mentioned glands does excite and 
stimulate, but of the latter, the active portion 
inhibits or depresses. In other words, there 
are exciting or stimulating hormones and in- 
hibiting or depressing ones. 

“Every organ, every tissue and, indeed, every 
cell changes the character of the body fluids, 
and each produces by means of its specific 
product, carried in the blood stream, a certain 
definite and fixed action. In the group o. 
organs with an internal secretion, belong, not 
only the so-called hematogenous glands, but 
every organ which in any way through its 
specific product, or hormone, produces even a 
remote effect upon the entire organism. Our 
present knowledge of this complex question is 
so great and so much has been done to clear 
up many of the hitherto unexplained phenom- 
ena, that it would be impossible to cover all 
the points in a short discussion. Dr. Aaron 
has covered the subject so thoroughly regard- 
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ing one phase of this extensive subject that 
mention will be made of only a few points 
brought out by him, simply to emphasize 
them. I firmly believe that all organs that 
possess an internal secretion are closely joined 
together in a harmonious union. When one 
of these internal secretory organs becomes 
for some reason diseased, this harmony is 
destroyed and all sorts of troublesome symp- 
toms arise. Chemically and morphologically, 
the action of the various hormones is still in 
a hazy state, and while we have nothing definite 
or tangible to explain some of these aforesaid 
troublesome symptoms, still we are adding 
daily to the sum total of our knowledge of the 
action of the various hormones. It is a well 
established fact that a lack of the ovarian 
hormone at time of menopause causes many 
troublesome symptoms whose origin was for 
a long time unexplained. 

‘The congenital defects of the thyroids, ad- 
renals, etc., lead to a lack of development 
of the bony and nervous system. Better 
understood however, is the influence of these 
organs in the period of extrauterine develop- 
ment, in the period before the individual has 
reached complete development. The late 
development or failure of development of cer- 
tain organs, their removal, their destruction 
by diseases, the results of organotherapy, all 
point to the fact that these hormone produc- 
ing organs exert a very great influence upon 
the organism, which influence is either har- 
monious or antagonistic, either through direct 
chemical action upon certain tissues, or indirect- 
ly through the nervous system. 

“The hormones of the adrenals and perhaps 
of the thyroids have been isolated. Those of 
the other glands are known to exist but have 
not been recovered in a pure state. 


“Then there is the reciprocal action of the 
different hormones. For example, take a case 
of acromegaly; this is due to a disturbance in 
the anterior lobe of the hypophysis, but, at the 
same time, changes are found in the genitalia, 
in the thyroid and in the thymus. Falta et al. 
working in von Norden’s clinic in Vienna were 
able to prove that the hormones of the thyroid, 


pancreas and adrenals had a certain fixed re- © 


ciprocal action—proving at the same time 
the inhibiting and stimulating action of the 
hormones. Thus showing that disturbed func- 
tion of one gland causes hyper- or hypo-func- 
tion of the other glands. For instance the 
hormone of the pancreas had an inhibition 
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upon both the thyroid and adrenals and the 
adrenal hormone caused inhibition of the pan- 
creas, but stimulation of the thyroid. 


“Further examples might be cited to show 
the intimate relation, both direct and indirect, 
between the different hormones, but time wil} 
not permit.’’ 


Dr. Hirschman said constipation is caused 
by a great many etiologic factors and there 
are many varieties of constipation. I take it 
that Dr. Aaron refers only to the chronic 
atonic variety His kineometographic illus- 
tration of peristalsis in the ileum of the rabbit 
is beautiful and leaves no doubt in one’s mind 
as to the stimulating value of the hormone in 
the smal] intestine. When one recalls how- 
ever, that 99% of all cases of constipation are 
colonic and the ileum in these cases normally 
active, one fails to see the particular advan- 
tage of stimulating and increasing the peri- 
staltic activity of the ileum. 


I have demonstrated in a patient who had 
gone four months without a bowel movement, 
the presence of bismuth at the ileo-cecal valve 
ten hours after its ingestion. It is also a well- 
known fact that almost any intravenous in- 
jection will stimulate the action of the small 
intestine. Moreover, I fail to see how the 
injection of a single dose of a foreign hor- 
mone will restore the functional activity of 
over-stretched,’ fatigued and atonic circular 
muscle fibres of the large bowel, to say nothing 
of the small. 


If peristalsis is due to a hormone, then let 
us use measures to increase the patient's pro- 
duction of peristaltic hormone. How is this 
accomplished ? 


First, by a diagnosis from the history, proc- 
toscopic and radiographic examination of the 
patient. 


Second, the treatment of the constipation 
by hygiene, diet, exercise and local massage 
to the atonic muscle fibres of rectum and 
colon. This by improving elimination and 
stopping absorption of soluble toxins, will, in 
turn, improve digestion, and elimination will 
have improved glandular activity, and, as the 
production of peristaltic hormone is part of 
the physiology of the digestive tract, it follows 
that hormone production will increase as well 
and the patient will be cured. 

These are the facts as borne out by my per- 
sonal experience. 

The paper was also discussed by Doctors 
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L. Breisacher, V. C. Vaughan, Jr., E. W. Haass, 
Pp. M. Hickey and S. E. Sanderson. 





At the general meeting of the society on 
Monday evening, December 18, 1911, Dr. T. B. 
Cooley read a paper upon “The Infant Wel- 
fare Movement.”’ 

Dr. B. R. Schenck, as chairman of the library 
committee, read a report, as did Dr. W. H. 
Morley, as chairman of the House Committee. 

Dr. W. E. Blodgett, as a preliminary to the 
introduction of a resolution, spoke upon the 
value of the X-ray as a means of diagnosis and 
of the absolute necessity of men doing this work 
who are properly educated and equipped. He 
deplored the use of this valuable aid, when in 
the hands of the charlatan. He deems it but 
right that the educated members of the pro- 
fession should support but those who by their 
qualifications and experience will and can aid 
by proper interpretation in the diagnosis and 
cure of disease. The resolution which was sup- 
ported by Dr. Tibbals, reads as follows: 

WHEREAS, radiographic examination and 
treatment by incompetent persons is danger- 
ous to the public, and degrading to their regu- 
lar medical advisers, and whereas, persons 
who are not licensed practitioners are presum- 
ably not competent to practice radiography. 

Be it resolved that the Wayne County Med- 
ical Society deprecates the practice of radiog- 
raphy by persons not licensed to practice medi- 
cine, unless specially qualified. 

And be it further resolved that copies of 
these resolutions be printed in “The Weekly” 
and in the State JouRNAL. 

Dr. E. W. Caster, Detroit College of Medi- 
cine,’11, and George F. Burke, D. D. S., the 
former as active and the latter as associate, 
were admitted to membership upon vote of 
the society, they having been recommended 
by the Board of Trustees. 

The Chairman, Dr. H. O. Walker, and Dr. 
J. H. Dempster, acting as temporary secre- 
tary, presided. 

Eighty-three members were present. 








The Infant Welfare Movement 

By Dr. T. B. Cooley 
The mortality rate among infants is exces- 
sively high, and of those who do not die in 
infancy, many are hampered throughout life 

by the effects of infantile disease. 
Much of this mortality and morbidity is 
wholly unnecessary, and its diminution is 
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of the highest importance to the individual, 
the community, the nation, and the race. 

The most important factors in the causa- 
tion of disease and death in infancy are: 

1. Disease in the parents. Syphilis is es- 
pecially influential. 

2. Illegitimacy. The illegitimate child suf- 
fers more than any other from all the causes 
of disease. . 

3. Insufficient care of the pregnant woman, 
due to ignorance, carelessness, and poverty. 

4. Bad obstetrics, for which the medical 
profession as well as the midwife is to blame. 

5. Lack of breast feeding, due to ignorance 
on the part of mothers, physicians, and nurses; 
to poverty, which forces the mothers to 
work to the detriment of her milk supply, or 
deprives her of the food she needs for its main- 
tenance; to illegitimacy, which leads to the 
abandonment of the infant to institutional care. 


6. Unhygienic surroundings, lack of venti- 
lation, overcrowding, filth, overheating in sum- 
mer, etc. These are due to ignorance and 
poverty. n 

7. Institutional care, involving lack of breast 
feeding, exposure and infection, lack of indi- 
vidual care, and the undefined condition which 
may be called “‘institutionism.” 

8. When the child is bottle fed, over-feed- 
ing, unsuitable milk mixtures, indigestible 
substances other than milk, are more import- 
ant as causes of disease than dirty milk. Dirty 
milk carries specific infections at times, such 
as tuberculosis, typhoid, etc., but is no longer 
believed to be the chief cause of diarrheal dis- 
ease. 

There has developed lately a widespread and 
important movement for the study and pre- 
vention of disease and death among infants, 
systematizing and co-ordinating the work done 
along different lines, and making it more 
practical. The -movement is older and the 
work more advanced in Germany, France and 
Hungary. In America the Association for the 
Study and Prevention of Infant Mortality, 
now only two years old, is a representative 
and important body, determined to have great 
influence in the stimulation and direction of 
this work. 

The lines of greatest progress, and the chief 
needs for this work are as follows: 

1. We must have better statistics of births 
and deaths. This is imperative for a thorough 
understanding of the problem. 

2. Better education in obstetrics must be 
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provided for physicians. It is an open ques- 
tion whether individuals are to be abolished 
or educated. Probably the best solution of 
the obstetric question for the poor is the es- 
tablishment of obstetric dispensaries. 

3. There should be less institution care of 
infants and more ‘‘nursing homes,”’ all of which 
should be under municipal supervision. More 
wet nurses should be provided in institutions. 

4. Some one should be definitely responsible 
for the illegitimate child. The German plan 
of making the city the legal guardian for all 
these is good. 

5. There should be here, as there is abroad, 
some system of aiding needy pregnant women 
and nursing mothers by means of food, money, 
or temporary homes. 

6. The most obvious method of attacking 
infant mortality is by education, as ignorance 
is the greatest single factor in its causation. 
The greatest advances are being made along 
this line. ‘‘Prophylactic dispensaries” for teach- 
ing breast and bottle feeding, infant hygiene, 
etc., have been well developed abroad, and are 
spreading rapidly in America. The work is 
carried on by physicians at the dispensaries and 
visiting nurses at the homes. The nurse is 
indispensable. Where this system is best de- 
veloped, mortality among infants supervised at 
the dispensaries has been very greatly lowered. 


“Little mothers’ classes’? in the schools are 
a recent development, believed to promise 
great results. 

7. A great need in America is cooperation 
among the various agencies and coordination 
of the work. 

In Detroit ‘‘prophylactic dispensaries’ are 
maintained by the Board of Health and the 
Babies’ Milk Fund. The Milk Fund supplies 
clean milk. Little mothers’ classes have re- 
cently been started in the schools. The edu- 
cational work does not nearly cover the whole 
city and a much greater expenditure of money 
is needed. 

Dr. Guy L. Kiefer, in opening the discus- 
sion on the paper of the evening, referred to 
the work which had been undertaken by the 
Board of Health in their effort to reduce the 
infant mortality in this city, and since the in- 
auguration of the campaign, the.death rate 
had fallen from 187.1 per 10,000 population in 
1909 to 150.8 in 1911. He advised the super- 
vision of midwives and greater care on the 
part of physicians who do obstetrical work. 
Of the children who died under one year of age, 
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one-sixth of the number died within the first 
24 hours. The doctor spoke of the work of 
the Board of Health in supervising maternity 
houses and stated that the so-called baby 
boarding house was a bad condition which 
also needed supervision. He advised the prompt 
reporting of births, in order that statistics 
might be more reliable. 


Dr. Francis~ Duffield thought that the causes 
ot ‘nfant mortality might be summarized into 
ignorance ot mothers and indifference on the 
part of physicians. Since the Board of Health 
has insisted upon the registration of mid- 
wives an ‘mprovement has been noted. 

He spoke of the success of the Little Moth- 
ers’ Leagues established at the McMillan, 
Bishop and Wilkins schools, where the child- 
ren had manifested great interest in what 
they are told about fresh, air, the handling of 
milk, care of bottles and the general hygiene 
of the baby. 

Dr. R. S. Rowland produced a paper ger- 
main to the subject of the evening, which 
paper had been written in 1875. The extracts 
read went on to show how mature the ideas 
on prophylaxis of infantile diseases and the 
care of infants were, forty years ago. 

Dr. David J. Levy said more recent knowl- 
edge makes it evident that we cannot with 
justice place the same degree of blame as we 
were formerly inclined to upon the milk, it- 
self, as the prime factor in the production of 
infant mortality. Heat, housing, clothing, 
etc., must enter into consideration and not 
the least, our own feeding methods. The Milk 
Fund provides our poor and dispensary pa- 
tients with pure milk. The visiting nurses 
attempt to enforce our instructions. We can 
effectively co-operate by advising longer feed- 
ing intervals, which, among other advantages, 
enables the mother to defer weaning; and in 
the case of the child who must be artificially 
fed, by prescribing easily prepared milk dilu- 
tions, instead of complicated percentage for- 
mulae. 

Dr. J. H. Carstens said he believed with the 
essayist in the importance of cooperation but 
even with co-operation, poverty and ignorance 
were obstacles almost insurmountable. He 
took decided objection to the statements that 
infant mortality was due to unskilled mid- 
wifery. He considered that the medical pro- 
fession in general were first-class obstetricians 
and took great interest in the movement. 

Dr. F. B. Tibbals considered the medical 
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profession in no way to blame for the pre- 
vailing conditions responsible for infant mor- 
tality. The lower classes of women would 
not seek the advice of the medical profession 
so that the physician could not be held re- 
sponsible for mothers before labor when he 
was not consulted in the matter. He referred 
to the small remuneration which he believed 
to prevail in this city. 

Dr. Herbert M. Rich said Dr. Cooley’s paper 
presented a very timely subject for discus- 
sion because the movement was assuming the 
character of an international campaign and 
it was highly necessary for the success of the 
movement that the medical profession keep 
ahead of it. In the last analysis these move- 
ments must always be directed by men with 
medical training. While the work is of first 
importance to the public health authorities, 
every practitioner has his share to play, and 
the success of such a campaign depends in 
large measure upon the degree to which the 
medical profession support it. 

Discussion is needed because of the lack of 
agreement upon many points connected with 
infant hygiene and infant feeding. This 
science is comparatively new and deserves the 
study of every practitioner. There are but few 
medical schools in which the subject is ade- 
quately taught and in many it is not taught 
at all. Pediatrics as such has been taught 


.at Ann Arbor only four years, and the in- 


vestigation of statistics shows that the most 
vulnerable body of mortality, if such an ex- 
pression be permissible, is the mortality of 
the first two years. Dr. Holt, of New York, 
a few years ago in a presidential address be- 
fore the American Pediatric Society, reported 
that the general infant death rate was nine 
times as large as the death rate among the 
infants cared for by members of that society. 
Whatever allowances may be made these fig- 
ures remain startling. 

In probably no other line of special medi- 
cal practice is there so little agreement be- 
tween the medical centers of Europe and 
those of America, as in the artificial feeding 
of infants. The so-called ‘‘American system”’ 
of percentage feeding, for example, is scarcely 
known in Germany. Recent editions of 
Heubner and Baginsky, for example, do not 
mention it. To be sure, they modify cows 
milk, but scarcely in a manner to warrant 
the use of the term “percentage system.” 
Escherich described the percentage system to 
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his class in the writer’s hearing and remarked 
that when used in conjunction with a milk 
laboratory it was an ideal plan, but altogether 
too expensive for general use on the continent. 

On the other hand, the large amount of 
work done in Germany on metabolism and 
caloric needs has received little attention here. 

As a matter of fact either system is incom- 
plete—they complement rather than _ sup- 
plement each other. Many cases do well on 
either plan, but a complete system must be 
able to calculate quantity of food as well as 
quality. 

Again, it is quite as irrational to treat all 
infant diarrheas alike as it would be to treat 
all children’s fevers alike. We are able now 
to classify them and the treatment varies greatly. 

These instances are given simply as evi- 
dence of the need for medicai societies to dis- 
cuss the question of infant hygiene until the 
essentials are agreed upon. 

Mr. C. W. Melick, Doctors J. E. Davis and C. 
H. Judd also discussed the paper. 

® 


At the general meeting ot the society on 
January 8, 1912, Mr. R. M. Leggett, Civil 
Engineer, ot Ann Arbor, read a paper upon 
“Ozone,” illustrating it with the stereopticon. 
The paper which was of great interest and 
scientific value was enthusiastically listened to 
by a small but very appreciative audience. 
The paper was briefly discussed by Doctors 
Carstens, Longyear and Babcock. 

The chairman presented a communication 
from the state secretary relative to the ap- 
pointment of members to serve on a commit- 
tee of public medical education. The meeting 
authorized the president of the society to ap- 
point two such members. 

In the absence of the regular chairman and 
secretary for the evening, Vice-President B 
R. Schenck and Ray Connor presided as chair- 
man and secretary respectively. 

Fifty-one members were present. 


Ozone 
By R-M. Leggett, C. E., Ann Arbor, Mich. 
Ozone is allotropic oxygen the polemeri- 
ization from O, to O; being due to the photo- 
chemical action of the ultra-violet ray upon 
oxygen. It is used in the industries to pro- 
duce vanillin by passing it through oil of clove. 
Marsh gas is converted into formaldehyde, 
potato starch into a substance resembling gum 
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arabic, and turpentine may be converted into 
camphor. 

In water purification it has an extensive field. 
Here we have to deal with impurities both 
in suspension and solution. Aside from con- 
tained mineral salts, there is nothing in ordinary 
water that is not capable of removal by this 
agent of oxidation. The average natural water 
contains from 1,000 to 10,000 bacteria per cc. 

The application of ozone to water as a puri- 
fying agent is accomplished by special equip- 
ment which breaks the water into a fine spray, 
bringing every part of it into contact with the 
ozone. 

The method of ozone sterilization in munici- 
pal water supplies is in use in a number of 
cities in Europe and at the Ann Arbor water 
supply in this country. Repeated bacterio- 
logical tests have shown that water taken after 
ozone application has been absolutely sterile. 
Its application to municipal water supply 
plants does not involve a prohibitive cost, on 
the contrary it is very reasonable. 

Ozone is used in the steril€&ation of air for 
the ventilation of crowded rooms—two in- 
stances of its present use was demonstrated 
in’ this city. 

Ozone is of use in the treatment of pulmon- 
ary diseases—more particularly in tubercu- 
losis and some apparently remarkable cures 
were spoken of. 

ROLLAND PARMETER, Correspondent. 


LIBRARY NOTES. 


The arranging and cataloging of the books 
in the library has progressed steadily and 
there are now on the accession book some 
9,500 non-duplicates. Duplicates to the num- 
ber of 3,300 have been sorted out, listed and 
stowed away. During the past year gifts have 
come so rapidly and the number of volumes 
in some of the presentations has been so great 
that it has taken months to get them in order. 
Infact, the work is not yet completed. 

The duplicates are largely made up of bound 
periodicals, and it will be the work of the com- 
ing year to arrange exchanges for as many of 
these as possible, thus filling in our broken files. 
We may justly be proud of many of our files— 
others are fragmentary. 

The best feature of the library is the fact 
that it is being used. For the most part 
books are consulted in the library rooms, but 
during the year 204 volumes were withdrawn. 
The rules governing the loaning of books are 
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the same as those in force at the city library. 

We greatly need a fund for the purchase of 
new books. Until the mortgage on the build- 
ing is paid off and we are free from interest 
charges, the society has no funds for periodi- 
cals or new books, and whatever is spent on 
these must be raised by subscription. Last 
year many journals were donated and besides, 
the sum of $171.74 was collected for sub- 
scriptions. Of this $140.32 was spent. We 
need this year at least $200 and if this sum can 
be raised, not only can we continue the 
periodicals already on the list, but a few new 
books can also be purchased. 

It is to be hoped that the response for this 
purpose will be liberal and. prompt---especially 
prompt, as there is too much work to be done 
for more time to be spent in making collec- 
tions than is absolutely necessary. 

Last year the committee met with prompt 
payments in nearly every instance. 

During the past month the stock room on 
the third floor has been rewired and is now 
well lighted. 

One hundred and seventy-five volumes of 
back numbers of periodicals have been bound 
and are in place on the shelves. During 
January the 1911 journals will be at the binders, 


_but an effort will be made to have them prompt- 


ly returned. 

Among the jobs which must be done during 
the coming year is the making of a list of 
periodicals in Detroit, and not in our library. 
This will enlarge the potentialities of our library 
as a working reference plant, at least three times, 
and will make possible the finding of any ordi- 
nary reference. 

Miss White is prepared to look up refer- 
ences on any subject. During the past year 
25 such lists have been made for members. 

B. R. ScHenck, Chairman. 





NEWS | 
Dr. J. F. Adams of Mt. Pleasant, with his 


family, is spending the winter in Little Rock, 
Arkansas, on account of impaired health. 





President Taft has nominated for Surgeon 
General of the United States Public Health 
and Marine Hospital Service, Dr. Rupert Blue 
of South Carolina, who is credited with driving 
the plague out of San Francisco. In making 
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this appointment President Taft has announced 
that hereafter the office of Surgeon General 
of the United States Public Health and Marine 
Hospital Service shall be for four years. For- 
merly the term of office has been unlimited. 


James Beecham who has made a fortune 
from ‘‘Reecham’s Pills’ is the latest British 
baronet—the same ‘honor’ bestowed upon 
William Osler a year ago. 


According to the last census there are 130,000 
physicians in the United States, or one to every 
650 of the population, and the average income is 
said to be $1200 per annum. 


The pure food decision prohibiting the use 
of saccharin in foodstufts which was to have 
become effective last July 1st, but which was 
extended by the ‘‘Three Secretaries Board’’ to 
January 1st, 1912, has again been extended to 
February Ist. It is stated this is to give the 
Secretaries of Agriculture, Treasury and Com- 
merce and Labor more time to consider 
the matter. 


Dr. R. C. Jamieson, Secretary of the Wayne 
County Medical Society, recovered from his 
attack of typhoid fever sufficiently to be out 
of the hospital, but about Christmas time suf- 
fered a relapse and was again confined in 
Harper Hospital. Dr. Jamieson has been out 
of the hospital since the early part of January 
and on January 22nd went to New York, 
from which place he sails for Alexandria, Egypt, 
tobe gone until June. 


The following notice has been handed us for 
publication : 

We, the undersigned, physicians of Boyne 
City, Michigan, refuse to identify ourselves in 
a professional way with any lodge contract 
practice such as The Eagles, etc. 

Signed, Boyne City, Mich., December, 1911. 

Harry E. SHAVER, 

S. B. HirscHBERG, 

E. W. Vis, M. D., 

J. H. Bennett, M. D., 
H. E. Boice, M. D., © 
W. E.ttwoop Tew, 
Joun H. CHARTERS. 


—The Evening News, Boyne City, Jan. 11, 
1910. 
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To THE EDITOR: 


The public health education committee of 
the Michigan State Medical Society, after 
carefully considering the various methods of 
obtaining permanent and definite results in the 
state, feel that if each county society unites 
in carrying out, as far as possible, the suggestions 
made below, typhoid fever can be practically 
eradicated from the state and a_ cleaner 
milk product be obtained. The commit- 
tee feel that much more can be _ accom- 
plished by concentration on afew subjects and by 
working through such permanent organizations 
as exist in the various communities, such as 
women’s clubs, men’s church clubs, county 
Granges, Y. W. C. A., and Y. M. C. A. The 
state committee would suggest: 


1. That the clubs and other organizations 
before which talks are given, appoint health 
committees to carry on more permanent edu- 
cational work in their various organizations. 


2. That the concentrated effort of the com- 
mittee from each county society be directed 
toward securing a clean milk supply and the 
eradication of typhoid fever. 


3. That in the consideration of typhoid fever 
especial attention be paid to the study of surface 
wells and sewerage in towns, villages and 
country districts (the city water supply being 
taken care of by the Board of Health) and the 
manner of conveying infection with the homes 


4. That the clubs and other organizations 
undertaking this work be supplied with literature 
which shall include 


(a) Public Health Bulletins from State Board 
of Health. 


(b) Special literature can be obtained by 
writing Dr. Cora A. Moon, Shepard Bldg., Grand 
Rapids, secretary of this committee. 


(c) Bulletins from U. S. Department ot Ag- 
riculture. 


‘5. That the subjects of a national depart- 
ment of public health and of vivisection be 
introduced into each talk, if possible. 


6. That there be given one or two lectures 
a year by out-of-town speakers to large audiences, 
and a series of lectures by local physicians. 
We approve the plan of lecturers from out- 
side the state to be arranged for by the A. M. A. 
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The names of speakers and the subjects which 
have proven most interesting and valuable can 
be obtained from the state committee. 
Frances A. RUTHERFORD, 

JEANNE SOLIS, 

BLANCHE EPLER, 

Anna O’DELL, 

Cora A. Moon. 


New York, January 24, 1912. 
Dear EpirTor: 

Notwithstanding the Editor of the Indiana 
State Journal holds you up to scorn, he is run- 
ning advertising in his Journal that has been 
tabooed by the Council and thrown out. I am 
enclosing an adv. taken out of Indiana State 
Journal January 15th, which product has been 
thrown out by the Council as above mentioned. 
While he might not know the action of the Coun- 
cil, its his business to learn before he presumes 
to lecture you. 

Yours truly 
FaIRPLAY. 
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MEDICAL FREEDOM 


A most vicious type of yellow journalism 
is now being circulated in Kalamazoo among 
school teachers as well as elsewhere, under the 
title of ‘Medical Freedom.’’ This publication 
opposes medical inspection of schools, vaccina- 
tion, anti-toxin, boards of health, the proposed 
National Department of Health and the American 
Medical Association; in fact, seemingly, most 
everything except Eddyism, pseudo-healing cults 
and patent medicines. The sheet is full of 
misleading statements, as ‘‘We interviewed 
the Mayor and Aldermen and were success- 
ful in striking out all appropriations for medical 
inspection from the school budget.” This 
article conveys the idea that a ‘“‘Doctors’ Trust,” 
through political intrigue, has forced medical 
inspection upon Grand Rapids. According to 
the statement of a former teacher there, the 
facts are that school inspection in Grand Rapids 
originated among the teachers themselves, who 
asked that it be instituted. The school funds 
being limited, the inspector is paid out of the 
funds of the Board of Health, and Grand Rapids 
schools are inspected; yet the inference of this 
sheet is that this city has discarded medical 
inspection, and that ‘Medical Freedom’’ has 
scored a victory. The same issue conveys 


Jour. M.S.M.S, 


the impression that school inspection means 
“Stripping pupils for medical tests’’ but with- 
out actually saying so. The effect on the casual 
reader, however, is that of a positive statement. 
One sometimes is forced to think that it would 
be a good thing to allow some of these ‘Free. 
domites’’ to run things for a while, and in go 
doing go back to medivval times, so that they 
all might have a better chance to die with small 
pox or plague. This gain, however, would 
be too small a recompense to counteract the 
simultaneous disaster which would attend the 
great masses of American people in whose minds 
the great benefits which medical sciences have 
brought, is so well instilled.—Bulletin Kalama- 
zoo Academy of Medicine. 


PAYING THE PRICE, 


Every year there is the annual toll of death in 
athletics. Statisticians seemingly take delight at 
the close of the year in footing up the number 
killed or seriously hurt in the various games. 
But there is another side which is worthy of care- 
ful consideration. 

Surgeon General Strokes of the United States 
navy in his annual report just issued gives to the 
public his findings regarding, not the_ sudden 
fatal calamities in the athletic world, but the 
after effects on the athlete. The figures which he 
has prepared are significant. 

The surgeon general, after a series of letters and 
other investigations carried on during the year, 
has prepared data concerning the after life of 625 
of the famous athletes in the naval academy 
between the years 1891 and 1911. Of the list 
9 have died and 12 have been discharged for 
disability. Twenty-one were afflicted with tuber- 
culosig, 8 with mental or nervous diseases result- 
ing in suicide in three cases; 2 with acute 
alcoholism and 2 with heart disease. All these 
affections were traced to the strain resulting from 
track, crew, baseball or football playing, and the 
preparatory training required. Of the remaining 
604 no fewer than 198 are reported to have 
disabilities or abnormal conditions, which were 
probably induced or maybe caused by _ too 
strenuous exercise on the athletic field. 

America is proud of its athletic records and its 
athletics. It is proud of the records which they 
have established at home and abroad. But if the 
records of the after effects of athletic training as 
carried on in America are the same in other col- 
leges as they are in the naval school, a change is 
due.—Baitle Creek Enquirer. 
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